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Executive  Summary 


Introduction 

The  San  Francisco  Health  Commission  approved  the  City  and  County  of  San  Francisco 
Trauma  Care  System  Plan  in  August  2001  and  requested  that  SFGH  conduct  a  needs 
assessment  and  feasibility  analysis  for  a  medical  helipad  at  San  Francisco  General 
Hospital  (Resolution  No.  14-01).  The  Trauma  Care  System  Plan  revealed  vulnerabili- 
ties in  San  Francisco's  ability  to  prevent  death  and  disability  due  to  injury.  The  trauma 
system  vulnerabilities  -  geographic  isolation,  traffic  congestion,  population  density  -  are 
especially  aggrevated  by  the  lack  of  air  medical  access  to  San  Francisco's  only 
Trauma  Center.  This  can  be  particularly  problematic,  when  injuries  are  sustained  by 
young  children,  requiring  immediate  transfer  to  Oakland  Children's  Pediatric  Trauma 
Center 

In  September  2002,  the  San  Francisco  Health  Commission  approved  an  agreement 
with  the  San  Francisco  architectural  firm  of  Gerson/Overstreet  to  provide  analytical, 
planning  and  architectural  services  for  the  San  Francisco  General  Hospital  Air  Medical 
Access  Needs  and  Feasibility  Study.  The  final  work  products  of  the  contract  are:  (1)  a 
written  report  to  the  San  Francisco  Health  Commission  and  Executive  Administrator  of 
San  Francisco  General  Hospital  documenting  the  study  findings,  and  (2)  a  presentation 
to  a  regularly  scheduled  meeting  of  the  San  Francisco  Health  Commission. 

There  were  two  parts  to  the  study  effort.  Part  I  consisted  of  an  assessment  of  the  need 
for  air  medical  access  to  the  San  Francisco  General  Hospital  Medical  Center.  In  this 
study  phase  the  Gerson/Overstreet  project  team  developed  information  that  documents 
the  need,  addresses  standards  of  care,  and  describes  the  benefits  of  air  medical  ac- 
cess. 

Part  II  was  an  analysis  of  the  feasibility  of  establishing  a  medical  helipad  on  the  main 
campus  at  SFGH.  In  this  phase  of  the  study  Gerson/Overstreet  identified  and  evalu- 
ated five  potential  helipad  sites  on  the  main  hospital  campus.  The  team  worked  with 
SFGH  staff  and  consultants  to  assess  the  structural  suitability  of  the  main  hospital 
building  to  support  a  rooftop  helipad  and  evaluated  elevator  access  to  the  hospital's 
roof.  Site  development  concept  plans  and  cost  estimates  were  prepared  for  the  two 
highest  rated  potential  helipad  locations  (the  rooftops  of  main  hospital  wings  A  and  C). 
This  part  of  the  project  included  a  community  outreach  program  where  members  of  the 
hospital  staff  and  consultant  team  met  with  neighborhood,  civic  and  healthcare  provider 
organizations  to  brief  them  on  the  nature  of  the  study  and  to  elicit  their  comments  and 
concerns. 

The  principal  findings  and  conclusions  of  Gerson/Overstreet's  report,  entitled  San 
Francisco  General  Hospital  Air  Medical  Access  Needs  and  Feasibility  Study"  are 
summarized  below. 
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Needs 

The  study  concluded  that  SFGH  should  pursue  the  possibility  of  building  a  medical 
helipad  at  its  main  hospital  campus,  primarily  to  mitigate  the  Trauma  System  Plan  vul- 
nerabilities. Additionally  the  study  highlights  the  need  to  ensure  consistent  availability 
of  standard  trauma  care  for  San  Francisco  and  to  sustain  the  hospital's  nationally  re- 
nowned Trauma  Program. 

As  a  designated  Level  I  Trauma  Center,  SFGH  is  expected  to  see  at  least  1,200  seri- 
ously injured  patients  annually.  The  American  College  of  Surgeons  (ACS)  and  Title 
XXII  (California  Code  of  Regulations,  Chapter  7  Trauma  Care  Systems)  both  require 
that  a  Level  I  Trauma  Center  meet  this  minimum  annual  patient  admission  volume. 
This  volume  is  necessary  to  maintain  a  high  level  of  trauma  care  skill  and  expertise  for 
all  surgeons  and  members  of  the  trauma  team.  It  is  also  desirable  because  high  vol- 
ume centers  provide  better  care  than  low  volume  centers.  Finally  there  must  also  be  a 
sufficient  specialty  cases  to  attract  and  maintain  medical  experts  at  a  Trauma  Center. 
The  annual  admissions  volume  at  the  SFGH  Trauma  Center  is  declining  and  there  is 
concern  that  without  some  expansion,  the  numbers  may  fall  to  a  level  where  skills  can- 
not be  maintained  and  where  the  American  College  of  Surgeons  (ACS)  will  decide  it 
falls  below  the  standards  required  for  a  Level  I  Trauma  Center. 

As  the  standards  have  become  more  stringent  (requiring  24/7  in-house  coverage  by 
trauma  surgeons,  anesthesiologists,  operating  room  staff,  specialized  radiology  techni- 
cians) the  cost  of  being  a  trauma  center  has  increased.  Given  the  effectiveness  and 
intensity  of  services  required  to  provide  Level  I  Trauma  Center  care,  it  is  reasonable  to 
provide  services  to  all  who  could  benefit  from  them. 

Lastly,  drawing  principally  on  the  work  of  other  groups  (e.g.,  the  SF  Medical  Air  Access 
Project  (MAAP),  the  SF  Emergency  Medical  Services  Section  public  safety  helipad 
permitting  effort,  the  SF  Police  Department,  and  others),  the  study  determined  there  is 
no  easily  identifiable  and  fully  satisfactory  air  medical  landing  site  in  San  Francisco. 
While  the  current  public  safety  site  in  the  Bayview  Hunters  Point  Naval  Shipyard  is 
used  to  transport  medical  patients  for  tertiary  care  referrals,  it  is  considered  inadequate 
for  the  transport  of  trauma  patients.  This  site  or  any  other  site  not  immediately  adja- 
cent to  the  Trauma  Center  would  not  meet  the  current  standard  of  care  for  transporting 
seriously  injured  patients 

Benefits 

Tne  San  Francisco  General  Hospital  Medical  Center  is  a  unique,  130-year  old  institu- 
tion. It  is  the  only  Trauma  Center  serving  the  City  and  County  of  San  Francisco.  While 
the  San  Francisco  City  General  Fund  provides  19  percent  of  its  annual  $403  million 
dollar  budget,  the  medical  center  brings  together  an  enviable  number  of  resources.  It 
is  a  primary  teaching  center  for  the  University  of  California,  San  Francisco  (UCSF). 
Attending  physicians  are  faculty  of  the  UCSF  Medical  School.  Additionally  the  campus 
houses  a  medical  library,  many  research  facilities,  a  statewide  Poison  Control  Center, 
an  Injury  Prevention  Center  (one  of  only  15  Center  for  Disease  Control  (CDC)  funded 
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centers  in  the  nation)  and  a  nationally  recognized  Trauma  Foundation.  This  rich  ag- 
gregation of  medical  talent  and  expertise  means  that  the  medical  center  and  its  pa- 
tients benefit  from  much  more  than  just  the  resources  operated  and  funded  by  the  City 
and  County  of  San  Francisco. 

There  are  at  least  three  levels  of  benefits  associated  with  having  a  medical  helipad  at 
SFGH.  These  benefits  are  summarized  as  follows: 

Primary  Benefit:  Mitigation  of  Trauma  System  Vulnerabilities 

A  helipad  at  SFGH  would  ensure  that  all  San  Franciscans  have  consistent  access  to 
rapid  life-saving  trauma  care  at  all  times.  While  the  primary  benefit  of  a  helipad  may 
appear  small,  when  measured  in  absolute  numbers  of  lives  saved  per  year,  the  rapid 
access  to  regional  trauma  centers  from  SFGH  would  prevent  the  potentially  catastro- 
phic impact  of  injury  to  unfortunate  residents  who  need  care  when  the  City's  Trauma 
Center,  for  unforeseen  reasons,  may  be  unavailable.  The  primary  benefit  of  a  helipad 
at  San  Francisco  General  Hospital  would  be  the  mitigation  of  the  Trauma  Care  System 
vulnerabilities  that  include: 

•  a  system  with  only  one  trauma  center  (SFGH) 

•  lack  of  a  pediatric  trauma  center 

•  significant  urban  density,  traffic  congestion,  preventing  rapid  transport  of  trauma  patients  by 
ground  from  SFGH  to  other  regional  adult  and  pediatric  trauma  centers,  and 

•  a  geographic  area  surrounded  on  three  sides  by  water  with  recreational  areas  in  the  Bay  and 
difficult  to  access  coastal  recreation  sites  Golden  Gate  National  Recreation  Area  (GGNRA). 

The  Care  of  Injured  Children 

This  primary  benefit  would  be  realized  in  small  annual  numbers,  with  the  transport  of 
critically  injured  infants,  toddlers,  and  young  children  from  SFGH  to  a  Pediatric  Trauma 
Center.  There  is  an  overall  trend  toward  better  outcomes  for  children  treated  at  Pediat- 
ric Trauma  Centers  compared  with  those  treated  at  Adult  Trauma  Centers 

Standard  Trauma  Care — Consistently 

A  helipad  at  SFGH  would  ensure  that  anyone  who  needs  the  high  standard  of  trauma 
care  would  have  access  to  SFGH,  or  to  any  other  regional  trauma  center,  if  SFGH 
could  not  provide  it.  Various  scenarios  are  conceivable  and  may  be  related  to  a  facility 
problem  at  SFGH  (i.e.,  power  failure  or  massive  equipment  failure),  a  natural  disaster 
(i.e.,  powerful  storm,  earthquake)  or  a  multi-casualty  incident  with  a  large  number  of 
casualties  requiring  trauma  care  (i.e.,  explosions,  fires,  structural  collapse). 

Multiple  Casualty  Incidents 

Rare  occurrences,  such  as  a  shooting  in  a  school,  an  explosion  in  a  building,  or  a  plane 
crash  at  the  airport  would  immediately  overwhelm  the  capacity  of  the  SFGH  Trauma 
Center  to  manage  patients  and  provide  standard  trauma  care.  Some  patients  from  in- 
cidents like  these  can  be  transported  from  the  scene  to  regional  trauma  centers  with 
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helipads.  If  SFGH  had  a  helipad,  the  Trauma  Center  would  be  rapidly  accessible  to 
patients  from  more  remote  areas,  such  as  the  airport.  SFGH  may  also  serve  as  a  sec- 
ondary triage  site  in  these  events.  It  is  likely  that  during  such  an  event,  more  critically 
injured  patients  would  arrive  at  SFGH  than  could  be  cared  for  simultaneously.  The 
only  means  to  ensure  that  these  individuals  would  receive  the  standard  trauma  care 
they  deserve  would  be  to  fly  them  by  helicopter  from  SFGH  to  another  regional  trauma 
center. 

Secondary  Benefit — Financial  Support  and  Maintaining  Quality  at  the  Trauma 
Center 

A  secondary  benefit,  after  helipad  construction,  would  be  the  financial  and  patient  vol- 
ume support  for  the  Trauma  Center  generated  by  increasing  numbers  of  tertiary  refer- 
rals. Air  medical  access  to  SFGH  will  aid  the  economic  viability  of  the  Trauma  Center. 

Economic  Benefit  of  Air  Medical  Access 

With  a  limited  City  government  budget,  new  sources  of  Trauma  Center  revenue  must 
be  generated  to  offset  fiscal  constraints  and  provide  the  capital  required  to  keep 
abreast  of  advances  in  healthcare  technology.  SFGH  has  successfully  expanded  its 
trauma  services  to  northern  San  Mateo  County  that  benefits  from  Level  I  Trauma  Cen- 
ter care,  and  that  contribute  to  a  beneficial  payer  mix  at  the  hospital.  However,  30  per- 
cent of  San  Mateo  patients  transported  by  ambulance  to  SFGH  from  San  Mateo 
1  County  are  San  Francisco  residents.  Air  medical  transport  patients  from  the  broader 

suburban  and  rural  regions  of  Northern  California  are  likely  to  compare  with  this  payer 
mix. 

Patient  Volume  and  Trauma  Center  Performance 

The  Trauma  Center  at  SFGH  has  had  a  steadily  declining  annual  patient  volume  over 
the  past  decade.  With  immediate  access  from  a  helipad  to  its  Trauma  Center,  SFGH 
would  benefit  from  the  broader  referral  base  in  the  Bay  Area  and  Northern  California 
region.  The  ability  to  provide  outreach  to  suburban  and  rural  communities  with  no 
Trauma  Center,  or  with  Level  II,  III  and  IV  Trauma  Centers,  will  facilitate  a  more  effi- 
cient exchange  of  the  research  knowledge  and  trauma  care  education  for  which  SFGH 
is  renowned.  Additionally,  such  outreach  will  address  the  ACS  requirement  that  a 
Level  I  Trauma  Center  serve  as  a  resource  and  referral  center  for  the  broader  region, 
while  supporting  the  annual  patient  volume  the  Trauma  Center  needs  to  maintain  and 
enhance  the  skills  of  trauma  care  clinicians. 

Medical  Staff  Recruitment  and  Retention 

The  continued  success  of  SFGH  is  also  related  to  its  ability  to  recruit  and  retain  top 
academic  faculty  for  its  clinical  and  research  programs.  Air  access  to  SFGH  will  sup- 
port the  specialty  patient  referral  volume  the  institution  needs  to  continue  to  attract 
qualified  medical  specialists  and  to  maintain  a  technologically  advanced  tertiary  care 
facility. 
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Tertiary  Benefits — San  Franciscans  Injured  in  San  Francisco  and  Northern  Cali- 
fornia 

Because  of  its  dense  urban  setting,  helicopters  normally  do  not  respond  to  the  scene  of 
accidents  on  a  daily  basis  in  San  Francisco,  with  the  exception  of  offshore,  island,  wa- 
ter, and  bridge  rescues.  An  estimated  25  trauma  patients  bypass  SFGH  annually  via 
helicopter  and  are  flown  to  Trauma  Centers  in  Contra  Costa,  Alameda  and  Santa  Clara 
Counties.  In  2002,  5  out  of  8  severely  injured  people  from  the  Presidio  and  Marin 
Headlands  were  San  Francisco  residents  who  were  flown  away  from  San  Francisco  to 
neighboring  Trauma  Centers.  Every  year  roughly  600  San  Francisco  residents  are 
hospitalized  for  injuries  outside  of  San  Francisco.  If  San  Francisco  General  Hospital 
had  a  helipad,  a  number  of  these  patients  could  be  stabilized  and  transferred  back  to 
their  own  city  of  residence  for  continued  treatment  at  their  City's  renowned  Trauma 
Center. 

Additional  Benefit  to  the  Bay  Area  Region 

Just  as  San  Francisco  is  vulnerable  to  disaster  and  multiple  casualty  incidents,  other 
Bay  Area  towns  and  cities  face  similar  threats.  Air  access  to  San  Francisco's  Level  I 
Trauma  Center  would  allow  SFGH  to  fully  participate  in  regional  medical  mutual  aid  for 
its  neighboring  communities,  and  a  rapid  transport  option  for  individual  patients  who 
need  the  Level  I  care  that  SFGH  can  provide. 

Benefits  Conclusions 

The  benefits  of  a  helipad  at  San  Francisco  General  Hospital  can  be  measured  using 
several  scales — one  of  which  is  the  number  of  lives  saved.  The  decentralized  Bay 
Area  Trauma  Care/  Helicopter  Emergency  Medical  System  has  developed  since  the 
mid-1 98C's  and  annually  saves  hundreds  of  lives  that  without  air  access  would  be  lost. 
Adding  the  SFGH  air  catchment  region  to  the  Bay  Area  trauma  system  would  save  five 
to  ten  minutes  flight  time  for  patients  now  flown  away  from  SFGH  to  regional  centers. 
A  helipad  at  SFGH  could  conceivably  save  several  dozen  lives  in  the  immediate 
catchment  area  on  an  annual  basis. 

Another  measure  of  benefit  is  the  standard  of  care.  Without  air  medical  access,  San 
Francisco  falls  below  the  national  trauma  care  systems  standards  for  ensuring  consis- 
tent rapid  access  to  specialty  injury  treatment  centers.  On  a  daily  basis,  this  does  not 
translate  to  a  significant  number  of  preventable  deaths  or  pronounced  disability.  Yet. 
San  Franciscans  do  not  have  assurance  that  death  and  disability  will  be  prevented,  if 
their  only  Trauma  Center  cannot  provide  care  when  the  facility  is  overwhelmed  or  inca- 
pacitated. Therefore, 

...the  primary  benefit  of  a  helipad  at  SFGH  is  this  contingency  assurance  of  ac- 
cess to  life-saving  care  for  the  few  or  many,  who  may  need  it  in  a  variety  of  un- 
usual, but  increasingly  likely,  incidents. 
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A  third  measure  of  benefit  is  sustained  value.  The  Trauma  Center  in  San  Francisco 
has  proven  its  value  for  its  residents  and  visitors  for  over  thirty  years.  A  helipad  at 
SFGH  offers  the  ability  to  provide  regional  outreach  and  referral,  and  to  attract  the  vol- 
ume that  supports  the  capital  investments  in  technology  required  to  sustain  a  Level  I 
Trauma  Center,  as  well  as  generates  needed  revenue  that  helps  sustain  the  entire 
medical  center. 

Feasibility 

Four  locations  on  the  main  hospital  campus  were  identified  as  possible  helicopter  land- 
ing sites.  A  fifth  location  was  identified  on  the  hospital  parking  structure  south  of  23rd 
Street.  The  objectives  for  locating  the  helipad  on  the  SFGH  campus  were  as  follow: 

•  Be  located  as  close  as  possible  to  the  emergency  department,  operating 
room,  and  intensive  care  to  minimize  travel  distance,  patient  transfers  and 
unnecessary  patient  handling; 

•  Be  located  on  a  site  where  the  helipad  can  be  secured  and  the  arrival/  depar- 
ture (flight)  paths  are  not  compromised  in  the  future  by  maturing  trees,  new 
development,  utility  wires,  or  vehicle  traffic;  and 

•  Be  located  on  a  site  that  would  have  as  little  noise  impact  on  the  surrounding 
community,  as  possible. 

Four  of  the  sites  were  on  rooftops  and  one  was  on  the  ground  in  the  street-level  park- 
ing lot  near  the  hospital  emergency  department  entrance.  Of  the  main  hospital  rooftop 
sites  that  were  evaluated,  only  two  (Wings  A  and  C)  were  deemed  appropriate  loca- 
tions for  a  helipad.  Wing  C  is  ranked  first  and  would  provide  the  best  location  for  pa- 
tient transfers  to  the  Emergency  Department,  Operating  Room,  and  Intensive  Care 
Units,  while  diminishing  noise  to  the  surrounding  neighborhoods. 

Structural  and  Elevator  Requirements 

The  structural  engineering  firm  of  Degenkolb  Engineers  was  tasked  with  determining  if 
there  were  any  significant  structural  requirements  that  would  substantially  affect  the 
cost  of  design  and  construction  of  a  new  helipad  on  the  roof  of  the  existing  main  hospi- 
tal building  at  San  Francisco  General  Hospital.  Degenkolb  concluded  that  the  addi- 
tional weight  of  the  helipad  would  not  increase  the  seismic  forces  in  the  top  story  by 
more  than  5  percent.  Therefore,  the  addition  would  not  invoke  a  regulatory  require- 
ment to  strengthen  the  building  for  seismic  forces. 

The  Otis  Elevator  Company  reviewed  the  existing  elevator  hoist  way  plans  with  respect 
to  providing  two  elevators  for  roof  top  helipad  access.  Otis  determined  that  the  eleva- 
tors were  installed  in  1972  and  have  remained  largely  unchanged  since  their  installa- 
tion 31  years  ago.  The  elevators  were  found  to  be  in  average  condition,  with  several 
components  at  the  end  of  their  useful  life.  Any  project  that  reconfigures  the  existing 


San  Francisco  General  Hospital  Air  Medical  Access  Needs  and  Feasibility  Study 


ES-6 


EXECUTIVE  SUMMARY 


elevators  may  have  significant  cost  associated  with  upgrades  of  the  elevator  subsys- 
tems. 

Estimated  Project  Cost  and  Timeline 

The  total  cost  to  develop  a  rooftop  helipad  at  SFGH  was  estimated  to  be  on  the  order 
of  $3  million,  including  planning,  permitting,  and  design  ($825,000),  and  construction 
$2,175,000).  The  estimated  time  necessary  to  plan  and  build  the  project,  including  en- 
vironmental review  and  permitting,  is  estimated  to  be  approximately  two  years. 

Helicopter  Safety 

The  study  found  that  air  medical  helicopter  operations  are  not  inherently  unsafe,  but 
accidents  can  and  do  happen.  Secondly,  should  an  accident  occur,  the  greatest  dan- 
ger would  be  to  the  aircrew  members.  There  is  little  evidence  to  support  any  danger  to 
surrounding  neighborhoods,  even  though  some  of  these  neighborhoods  would  be  sub- 
ject to  helicopter  overflight. 

Noise 

Noise  was  identified  as  being  the  overriding  concern  of  hospital  neighbors  attending 
the  community  outreach  meetings  for  the  project.  A  secondary  concern  was  the  poten- 
tial effects  of  helicopter  operations  at  the  hospital  on  residential  property  values.  Char- 
les M.  Salter  Associates,  a  San  Francisco  acoustical  engineering  firm,  conducted 
preliminary  noise  analyses  as  part  of  the  study.  Helicopter  noise  contours  developed 
by  Salter  indicate  that  under  a  worst-case  scenario  of  two  daytime  and  one  nighttime 
flights  to  and  from  the  hospital,  the  criterion  noise  level  of  65dB  DNL  (day-night  noise 
level)  used  by  the  FAA  and  CalTrans,  would  be  confined  almost  entirely  to  the  hospital 
campus.  The  study  recommends  that  additional  noise  studies  be  carried  out  as  part  of 
the  project  environmental  review  process  to  authenticate  this  finding. 

Community  Outreach 

Community  outreach  activities  were  incorporated  into  the  goals  and  objectives  of  this 
Study.  From  October  2002  through  February  2003  the  Study  team  undertook  signifi- 
cant outreach  to  neighbors  and  communities  served  by  SFGH,  civic  organizations  and 
San  Francisco  healthcare  providers. 

Public  meetings  were  conducted  with  neighborhood  groups,  healthcare  provider  groups 
and  civic  organizations.  In  all,  fifteen  (15)  meetings  were  held.  SFGH  received  57  let- 
ters from  medical  and  EMS  leaders  in  support  of  air  medical  access  to  the  City  of  San 
Francisco  and  its  Level  I  Trauma  Center.  A  Helipad  Feasibility  Hotline  was  established 
and  advertised  on  outreach  materials. 

Endorsements  were  received  from  the  San  Francisco  Hospital  Council,  the  San  Fran- 
cisco Medical  Society,  San  Francisco  Planning  and  Urban  Research  Association 
(SPUR),  the  Operations  Advisory  Committee  of  the  SF  EMS  System,  the  California 
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State  EMSA,  the  San  Mateo  EMSA,  and  the  San  Francisco  chapter  of  the  Emergency 
Nurses  Association.  The  individual  institutions  that  endorsed  the  project  were:  Chi- 
nese Hospital,  St.  Francis  Hospital,  the  UCSF  Medical  Center,  as  well  as  Marin  Gen- 
eral Hospital,  Seton  Medical  Center,  UC  Davis  Medical  Center,  and  Santa  Clara  Valley 
Medical  Center. 

In  the  medical  community,  in  neighborhoods  both  closely  linked  to  the  SFGH  Potrero 
campus  and  located  at  some  distance,  and  within  City-wide  groups,  there  is  support  for 
a  helipad  as  a  part  of  San  Francisco  General  Hospital's  Level  I  Trauma  Center.  How- 
ever, among  immediate  neighbors  of  the  hospital,  attitudes  about  a  medical  helipad  at 
SFGH  ranged  from  skepticism  and  strong  opposition  to  support,  pending  additional  in- 
formation. 

It  will  be  necessary  to  identify  and  clarify  the  extent  of  negative  impacts  on  neighboring 
residential  areas  as  part  of  the  environmental  review  process  and  to  bring  forth  the 
findings  for  public  review.  Opportunities  to  mitigate  these  impacts  will  need  to  be  identi- 
fied and  actively  pursued  to  achieve  positive  results  for  everyone  in  San  Francisco. 

Conclusion 

The  San  Francisco  Trauma  Care  System  Plan  documents  the  considerable  effort  and 
discussion  that  have  been  devoted  to  the  subject  of  helicopter  utilization  in  San  Fran- 
cisco over  the  past  30  years.  Neighborhood  concern  related  to  noise,  safety,  and 
commercial  helicopter  utilization  have  been  recorded  since  emergency  medical  use  of 
helicopters  was  first  studied  in  San  Francisco  in  1985. 

The  vulnerabilities  to  San  Francisco's  emergency  medical  service  and  trauma  care  sys- 
tem are  well  documented.  The  Health  Commission  requested  that  SFGH  conduct  a 
thorough  and  objective  evaluation  of  the  need  for  and  feasibility  of  consistently  avail- 
able air  access  at  San  Francisco  General  Hospital  Medical  Center.  Gerson/Overstreet 
Architects  and  a  team  from  SFGH  conducted  this  study  from  September  2002  to  Feb- 
ruary 2003.  This  report,  presented  to  the  Health  Commission  on  March  4,  2003, 
documents  the  need  for  air  medical  access  to  the  City  and  County  of  San  Francisco 
and  to  its  only  Trauma  Center  with  the  conclusion  that  it  is  feasible  to  construct  a  medi- 
cal helipad  on  the  roof  of  SFGH. 
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HISTORY  AND  BACKGROUND 


Baron  Dominique-Jean  Larrey  was 
Napoleon  Bonaparte's  respected 
surgeon  and  developed  the  most 
innovative  and  effective  casualty 
transport  system  of  his  age.  His 
"flying  ambulances"  not  only  saved 
countless  lives  during  the 
Napoleonic  Wars,  but  also  served 
as  a  model  for  future  emergency 
medical  transport. 


Definitions: 

Morbidity:  The  incidence  of  a 
specific  disease  or  ailment  in  a 
given  group. 


Mortality:  The  incidence 
death  in  a  given  group. 


of 


These  and  other  terms  used  in 
this  study  are  defined  in 
Appendix  A  "Glossary  of 
Terms  Used  in  Study." 


This  chapter  provides  an  overview  of  the  foundations  of 
trauma  care  and  the  essential  characteristics  of  trauma 
systems  as  they  have  been  continuously  refined  over  the 
past  thirty  years,1  along  with  the  history  of  emergency 
medical  transport  as  it  has  led  to  the  development  of 
helicopter  emergency  medical  services  (HEMS). 

Origins  of  Trauma  Care  Systems  and  Emergency 
Medical  Transportation 

The  organized  care  of  injured  patients  has  its  roots  in 
military  models  of  trauma  care  going  back  to  the 
Napoleonic  Wars,  and  many  of  the  advances  in  caring  for 
major  trauma  patients  can  be  attributed  to  the  lessons 
learned  during  past  military  conflicts.  For  example,  the 
concept  of  a  "flying  ambulance"  while  not  connected  with 
the  unique  lifesaving  capabilities  of  the  air  medical 
helicopter,  goes  back  to  1792.  Baron  Dominique  Jean 
Larrey,  a  twenty-six  year  old  French  surgeon  serving  in 
Napoleon's  army  is  credited  with  conceiving  several 
advanced  medical  evacuation  procedures.2  On  the 
battlefields  of  Europe  it  was  not  uncommon  for  wounded 
soldiers  to  have  to  wait  for  more  than  twenty-four  hours 
before  they  could  be  transported  to  medical  facilities. 

The  morbidity  and  mortality3  rates  were  extremely  high 
despite  the  efforts  of  the  surgeons.  Larrey  came  up  with 
the  idea  of  producing  small,  wheeled  carts  similar  to 
those  used  by  the  light  artillery  units  of  the  French  army 
to  evacuate  the  wounded.  These  light  artillery  units  were 
called  artillerie  Volant,  or  "flying  artillery"  because  of  their 


1  Adapted  with  permission  from  U.S.  Department  of  Transportation. 
National  Highway  Transportation  Safety  Administration,  October  2002, 
"Trauma  System  Agenda  for  the  Future.  "  as  coordinated  through  the 
American  Trauma  Society. 

2  Norton,  K.  "The  Helicopter  in  Air  Medical  Serv  ice."  1997.  Bell  Helicopter 
Textron  Canada  (BHTC). 

J  These  and  other  terms  used  in  this  study  are  defined  in  Appendix  A 
"Glossary  of  Terms  Used  in  Study." 
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speed  and  mobility.  The  carts  designed  by  Larrey  were 
also  light,  fast  and  maneuverable,  and  were  termed 
ambulances  volante  (flying  ambulances).  The  "flying 
ambulances"  were  used  to  carry  surgeons  to  the 
battlefield  and  then  used  to  transport  the  wounded  to  field 
hospitals.  The  survival  rate  of  the  wounded  French 
soldiers  significantly  increased  due  to  Larrey's 
innovation. 

Care  of  the  Injured  and  Air  Medical  Transport — the 
U.S.  Experience 


Technology  has  changed  since  1792,  but  the  need  to  get 
skilled  medical  help  to  wounded  soldiers  or  injured 
civilians  as  quickly  as  possible,  and  to  safely  and  quickly 
transport  them  to  hospital  facilities  remains  the  same. 
However,  the  availability  of  new  means  of  transporting 
patients  has  not  always  been  met  with  enthusiasm.  In 
1903,  when  it  was  suggested  that  the  "horseless 
carriage"  might  represent  a  superior  means  of  patient 
transport,  one  critic  claimed  that 

"Nothing  has  been  found  to  equal  the  force  of  the 
horse  for  economy  and  safety.  Patients,  being 
probably  in  a  nervous  condition,  will  be  alarmed  at 
the  idea  of  being  taken  off  in  a  motor  car. 


»5 


Helicopters  were  developed  in  the  late  1930's  and  the 
first  contract  for  a  military  helicopter  was  signed  in 
January  1940. 6  With  the  delivery  of  its  first  helicopter,  the 
U.S.  Army  was  quick  to  recognize  its  capabilities: 

"Ambulance  Duties:  The  helicopter  can  operate 
between  advanced  positions  and  base  hospitals 
without  depending  on  prepared  landing  fields.  It 
can  be  of  vital  service  transporting  personnel  and 
medical  supplies."7 

The  first  recorded  use  of  a  true  "flying  ambulance" 
occurred  on  January  3,  1944  where  a  Coast  Guard 
helicopter  flew  badly  needed  blood  plasma  from  New 
York  City  to  Sandy  Hook,  New  Jersey  to  aid  survivors  of 


4  Ibid.. 

5  Ibid. 

6  Ibid. 

7  Ibid. 
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Korean  War-era  air  ambulance 

World  War  II  saw  helicopters 
first  used  for  medical 
evacuation,  and  the  helicopters 
were  critical  for  rescue 
operations  in  the  Korean  and 
Vietnam  wars.  Today,  air 
ambulances  are  used  to 
quickly  transport  critically  ill 
patients  to  large  specialty 
treatment  facilities  called 
"Trauma  Centers." 


Vietnam-era  UH-1B  "Dustoff" 

"As  their  wounded  were  off-loaded 
to  definitive  care— we 've  watched 
the  'thumbs  up '  as  their  tired  eyes 
and  muddy  faces  grin  at  life  given.  " 

57th  Medical  Detachment 
(Helicopter  Ambulance),  RVN, 
January  1964 


a  large  explosion  on  a  Navy  destroyer.  Less  than  ten 
years  later,  during  the  Korean  War,  an  estimated  20,000 
wounded  were  transported  by  helicopters  to  field 
hospitals  and  hospital  ships  equipped  with  helicopter 
landing  pads  (helipads).9  The  evacuation  of  battlefield 
casualties  by  helicopter  substantially  decreased  the 
morbidity  and  mortality  of  these  patients  and  the 
helicopter  now  represented  a  quantum  leap  forward  in 
the  care  of  the  wounded  since  Larrey's  time.  0 

During  World  War  II,  well-developed  triage  systems  were 
instituted  and  wounded  soldiers  were  evacuated  through 
tiers  of  increasingly  capable  medical  care.  Throughout 
the  Korean  and  Vietnam  wars,  the  time  from  injury  to 
definitive  treatment  was  sharply  reduced  by  transporting 
patients  with  serious  injuries  directly  to  acute  care  field 
military  hospitals  that  delivered  immediate,  organized 
trauma  care. 

The  Vietnam  War  gave  Americans  graphic  images  of  the 
value  of  air  ambulances  in  saving  lives.  Bell  UH-1  (Huey) 
helicopters,  called  "Dustoff s,"  were  one  of  the  primary 
helicopters  used  for  medical  evacuations.  In  addition  to 
its  speed  and  durability,  the  Huey  was  capable  of 
carrying  patients  inside  the  aircraft's  cabin,  and  in  these 
respects  was  the  forerunner  of  today's  emergency 
medical  transport  helicopters.  The  ability  to  carry 
patients  inside,  along  with  the  ability  of  the  wounded  to 
receive  skilled  medical  attention  while  enroute  to  the  field 
hospital  were  key  to  a  reduction  in  the  battlefield  mortality 
rate.11  Military  helicopters  transported  nearly  one  million 
military  and  civilian  casualties  during  the  war 


12 


Integrated  Trauma  and  Helicopter  Emergency 
Medical  Systems  in  the  U.S. 

Although  the  principles  learned  during  wartime  were  not 
automatically  or  easily  implemented  at  home,  the 
military's  success  in  dealing  with  severe  injuries  lead  to 
heightened  public  expectations  about  trauma  care  and 
provided  an  impetus  for  the  development  of  trauma  care 
systems.  The  Vietnam  experience  contributed  to  a  large 


8  Morris.  "Pioneering  the  Helicopter."  1945.  As  quoted  in  the  above  work. 

9  Norton,  1997.  op.  cit. 

10  Ibid.. 
"Ibid.. 
12  Ibid.. 
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1951  Cadillac  Combination 
Hearse/Ambulance 


Until  the  mid-1960s,  ambul- 
ances were  usually  con- 
verted hearses.  The  patient 
was  in  a  prone  position  and 
there  was  no  room  for  an 
attendant.  In  1966, 
ambulance  design  went 
under  much  scrutiny  to  allow 
treatment  supplies  and 
emergency  medical  attend- 
ants to  be  within  arm's  reach 
of  the  patient.  Today's 
ambulance  is  a  moving 
treatment  center  that 
sometimes  saves  lives 
before  the  patient  reaches 
the  hospital. 


extent  to  public  awareness  of  the  benefits  of  emergency 
air  medical  transport.  It  also  gave  rise  to  new  standards 
for  the  transportation  and  care  of  trauma  patients, 
including  the  development  of  specialty  care  hospitals 
(trauma  centers)  and  the  air  transport  of  patients  to  the 
nearest  appropriate  medical  facility  based  on  the  nature 
of  the  injury,  as  opposed  to  the  nearest  facility. 

Trauma  Centers  vs.  Trauma  Systems 

The  San  Francisco  General  Hospital  (SFGH)  Trauma 
Center  was  dedicated  on  October  17,  1972  and  is 
credited  with  being  one  of  the  first  organized  trauma 
centers  in  the  United  States.  It  is  a  nationally  recognized 
leader  in  research  and  the  treatment  of  injury,  and  as 
such,  is  an  important  resource  for  San  Francisco  and  the 
Bay  Area,  as  well  as  a  significant  contributor  to  the 
advancement  of  trauma  care  nationally  and 
internationally. 

The  first  de  facto  trauma  centers  were  municipal 
hospitals  in  major  urban  areas  that  mostly  provided 
emergency  services  to  the  uninsured,  such  as  San 
Francisco  General  Hospital  (SFGH).  Because  these 
hospitals  were  usually  affiliated  with  medical  schools, 
injured  patients  received  timely  treatment  from  in-house 
staff  officers  while  these  staff  members  gained  expertise 
in  dealing  with  injuries.  This  concentration  of  expertise 
and  the  early  development  of  centers  of  excellence  for 
trauma  care  contrasted  sharply  with  the  care  in  suburban 
hospitals  in  the  same  geographic  area,  which  did  not 
have  a  similar  systematic  response  for  injured  patients. 

A  trauma  center  differs  from  other  hospitals  since  it 
guarantees  immediate  availability  of  specialized 
surgeons,  anesthesiologists,  other  physician  specialists, 
nurses  and  resuscitation  life-support  equipment  24-hours 
a  day.  Within  a  region  or  a  state,  trauma  centers  are 
integrated  into  a  system  plan  to  allow  for  the  best  and 
most  timely  match  of  the  hospital's  resources  with  the 
needs  of  its  patients. 

Trauma  systems  have  evolved  since  the  1970's  to  be  a 
coordinated  effort  of  specially  trained  pre-hospital  care 
providers  and  dispatchers  who  triage  and  transport  the 
most  severely  injured  to  the  trauma  center — the 
designated  hospital  best  prepared  to  rapidly  diagnose 
and  treat  traumatic  injuries.     The  trauma  system 
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Historical  ambulance  photographs 
courtesy  of  San  Francisco  Public 
Library 


coordinates  care  among  all  pre-hospital  providers  and 
regional  trauma  centers  so  that  efficient  and  prompt 
communication  and  transfer  can  take  place  according  to 
patient  need. 

National  Priorities  and  Development  of  Trauma/HEMS 
Systems 

The  following  discussion  provides  a  summary  of  trauma 
and  HEMS  systems  development  based  on  the 
circumstances  that  prompted  progressive  development 
including  shifts  in  public  interest,  changes  in  government 
policy,  and  establishment  of  priorities  within  professional 
associations.13 

Community  and  public  education  regarding  the  status  of 
Emergency  Medical  Services  (EMS)  and  trauma  care 
peaked  in  1966  with  the  publication  of  the  classic 
National  Research  Council/National  Academy  of 
Sciences  white  paper  "Accidental  Death  and  Disability: 
the  Neglected  Disease  of  Modern  Society."™  This 
landmark  document  described  gross  deficiencies  in  pre- 
hospital care  and  proposed  a  long-range  plan  for 
changes  in  every  facet  of  emergency  care.  It  also 
provided  the  basic  blueprint  and  building  blocks  for 
subsequent  improvements  in  EMS  programs  nationwide, 
but  fell  somewhat  short  in  describing  the  need  for 
systems  of  care. 

Congress  responded  to  publication  of  this  white  paper  by 
enacting  both  the  National  Traffic  and  Motor  Vehicle 
Safety  Act  and  the  Highway  Safety  Act  of  1966,  which 
summoned  a  national  commitment  to  reducing  injuries  on 
the  nation's  highways.  The  Department  of  Transportation 
was  empowered  to  set  motor  vehicle  standards,  fund 
research  and  programs  that  promoted  highway  safety, 
provide  leadership  for  the  development  of  regional  EMS 
systems,  and  develop  standards  for  EMS  provider 
training.  States  were  required  to  include  EMS  as  part  of 
their  highway  safety  programs.  Several  prototype 
emergency  medical  systems  were  developed  under  the 


J  Adapted  with  permission  from  U.S.  Department  of  Transportation. 
National  Highway  Transportation  Safety  Administration,  October  2002. 
"Trauma  System  Agenda  for  the  Future.  "  as  coordinated  through  the 
American  Trauma  Society. 

14  National  Research  Council.  1966.  "Accidental  Death  and  Disability  The 
Neglected  Disease  of  Modern  Society  "  Washington:  National  Academy  of 
Sciences. 
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auspices  of  this  funding  that  identified  the  essential 
characteristics  of  regional  trauma  systems  and  provided 
the  first  indications  that  implementation  of  such  systems 
saved  lives.15  The  unique  design  of  an  early  system,  the 
Illinois  Trauma  Program,  which  incorporated  both  urban 
and  rural  areas,  utilized  a  controlled  systems  approach 
that  profoundly  influenced  future  trauma  system 
development.16  Based  on  this  original  legislation  from  30 
years  ago,  the  National  Highway  Traffic  Safety 
Administration  (NHTSA)  continues  to  develop  and 
implement  EMS  programs  and  other  traffic  safety 
programs  today. 

The  EMS  Systems  Act  of  1973  was  perhaps  the  single 
most  important  piece  of  legislation  affecting  the 
development  of  regional  emergency  and  trauma  care 
systems.  The  Act  called  for  the  creation  of  a  lead  agency 
under  the  Department  of  Health,  Education  and  Welfare 
and  identified  fifteen  components  (one  being  trauma 
systems)  to  assist  system  planners  in  establishing  area- 
wide  or  regional  EMS  programs.  At  that  time, 
regionalizing  services  was  viewed  as  one  way  of 
distributing  resources  more  equitably  while  expanding 
access  to  health  care  systems.  A  substantial  amount  of 
federal  funds  were  devoted  to  the  establishment  of  an 
EMS  infrastructure  in  over  300  EMS  regions  nationwide. 
A  primary  failure  of  the  Act,  however,  was  its  inability  to 
adequately  stimulate  initiatives  to  continually  fund  EMS  at 
the  local  level. 


In  the  Health  Planning  and  Resources  Development  Act 
of  1974  the  regionalization  of  emergency  medical 
services  was  designed  as  a  national  health  care 
objective.  Over  the  years  of  air  medical  program 
development  many  networks  have  evolved  for  the 
delivery  of  specialized  medical  care  for  many  types  of 
emergency  patients.  These  specialty  medical  care 
networks  include  trauma,  cardiac,  spinal  cord  injuries, 
perinatal,  burns,  and  other  medical  emergencies.  Since 
time  and  initial  definitive  treatment  are  of  the  essence  in 


15  Cowley,  R.A.,  Hudson,  R.,  Scanlan,E.,  et  al.  1973.  "An  Economical  and 
Proved  Helicopter  Program  for  Transporting  the  Emergency  Critically  III 
and  Injured  Patient  in  Maryland"  Journal  of  Trauma.  13:1029-1038. 
Mullner,  R.,  Goldberg,  J.  1978.  "Toward  an  Outcome-Oriented  Medical 
Geography:  An  Evaluation  of  the  Illinois  Trauma/Emergency  Medical 
Services  System.''''  Social  Sciences  Medicine,  12:103-110. 

16  Boyd,  D.,  Dunea,  M,  Flashner,  B.  1973.  "The  Illinois  Plan  for  a 
Statewide  System  of  Trauma  Centers."  Journal  of  Trauma,  13:  24-31. 
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any  medical  emergency,  a  rapid  intensive  care  transport 
system  is  essential  to  the  full  implementation  of  any 
regionalized  emergency  patient  care  network.17 


In  1981,  funding  sharply  declined  when  the  Omnibus 
Budget  Reconciliation  Act  altered  the  method  of 
allocating  federal  EMS  funds.  EMS  and  trauma  system 
funding  was  consolidated  into  the  state  preventive  health 
block  grant  program.  The  purpose  of  the  block  grant 
concept  was  to  shift  responsibility  of  funding  for  EMS 
services  to  the  states  while  still  providing  support  for  lead 
agencies  that  direct  EMS  services.  States  were  given 
wide  discretion  regarding  the  use  of  health  funds;  many 
regional  EMS  management  programs  lost  funding  and 
were  dismantled  due  to  this  change,  while  others 
responded  by  increasing  their  involvement  in  EMS 
system  development.  At  the  same  time,  several  pivotal 
studies  highlighted  the  relationship  between  untoward 
patient  outcomes  and  lack  of  surgical  support  or  delays  in 
caring  for  injured  patients,  which  drew  public  attention 
and  accelerated  progress  towards  systems  development 
in  some  areas.18 


Also  in  1981,  NHTSA  published  guidelines  for  air 
ambulance  services.19  The  guidelines  were  developed 
under  the  assumptions  that  emergency  medical  transport 
helicopters  were  not  properly  equipped  to  handle  patients 
and  that  physicians  needed  to  be  very  knowledgeable  of 
the  benefits  of  air  medical  transport  and  the  physiological 
hazards  associated  with  flight.20  Doctor  Willis  Winert 
stated,  in  the  forward  to  the  report,  that: 

"A  physician  would  never  dream  of  releasing  a 
patient  from  the  hospital  to  the  care  of  a  cab  driver 
for  an  unsupervised  drive  across  town  to  another 


17  Bell  Helicopter,  op.  cit. 

18  West,  J.G.,  Trunkey,  D.D.,  Lim,  R.C.  1979.  "Systems  of  Trauma  Care  A 
Study  of  Two  Counties."  Archives  of  Surgery.  1  14:455-460. 

West,  J.G.  1982.  "Validation  cf  Autopsy  Method  for  Evaluating  Trauma 
Care."  Archives  of  Surgery.  117:  1033-1035. 

Newman,  T.S.,  Bockman.  M.A.,  Moody.  P..  et  aL  1982.  "An  Autopsy  Stud\ 
of  Traumatic  Deaths:  San  Diego  County,  "  1979.  American  Journal  of 
Surgery.  144:722-727. 

Lowe,  D.K.,  Gately,  H.L.,  Goss.  J  R.,  Grey,  C.L.,  Peterson,  C.G.  1983. 
"Patterns  of  Motor  Vehicle  Accident  Victims  Implications  for  a  Regional 
System  of  Trauma  Care."  Journal  of  Trauma.  23:503-509. 

19  U.S.  DOT/NHTSA,  "Air  Ambulance  Guidelines."  1981.  As  quoted  m 
Norton  (BHTC). 
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hospital  and  may  inadvertently  do  much  the  same 
thing  when  ordering  an  air  taxi  which  happens  to 
have  removable  seats  and  is  free  of  passengers  at 
the  moment"2^ 

It  was  only  after  the  Federal  Aviation  Administration 
(FAA)  adopted  regulations  requiring  better  equipment 
and  specially  trained  crews  was  there  any  assurance  of 
not  getting  the  "air  taxi"  in  Dr.  Winert's  warning. 

In  1984,  Congress  authorized  the  Emergency  Medical 
Services  for  Children  (EMS-C)  Program  to  support  state- 
of-the-art  emergency  medical  care  for  injured  children 
and  adolescents.  Although  the  program  focused  on  the 
entire  continuum  of  pediatric  emergency  services,  the 
intent  was  to  ensure  that  pediatric  services  were  fully 
integrated  into  trauma  systems.  In  addition,  the  National 
Pediatric  Trauma  Registry  was  established  in  1985  to 
study  the  causes,  circumstances  and  consequences  of 
injuries  to  children.  In  1986,  the  National  Research 
Council  and  the  Institute  of  Medicine  conducted  a  20- 
year  follow-up  analysis  of  advancements  made  since  the 
1966  white  paper  focused  the  nation's  attention  on  EMS. 
Although  the  authors  of  "Injury  in  America:  A  Continuing 
Health  Care  Problem"  concluded  that  considerable 
funding  and  effort  had  been  utilized  to  develop  systems 
of  care,  little  progress  actually  had  been  made  towards 
reducing  the  burden  of  injury. 

A  conceptual  pathway  for  the  field  of  injury  control  was 
introduced  in  this  report  that  called  for  a  major  investment 
in  research  related  to  the  epidemiology  of  injury  and 
development  of  parallel  prevention  programs.  The 
committee  successfully  advocated  for  the  creation  of  a 
new  injury  research  center  to  lead  national  efforts  in 
injury  control  and  establish  research  programs  related  to 
all  aspects  of  injury  including  prevention,  pre-hospital 
care,  acute  care,  and  rehabilitation.  The  Centers  for 
Disease  Control  (CDC)  was  chosen  as  the  site  for  this 
new  center  because  of  the  CDC's  strong  relationship  to 
state  health  departments  and  emphasis  on  research 
rather  than  regulation.  Today,  this  program  continues  to 
fund  trauma  related  research  and  support  the  growth  of 
Injury  Control  Research  Centers  across  the  US,  including 


21  ibid.. 

22  National  Research  Council.  1985.  "Injury  in  America:  A  Continuing 
Health  Care  Problem"  Washington,  DC:  National  Academy  Press. 
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the  UCSF  San  Francisco  Injury  Center  on  the  San 
Francisco  General  Hospital  campus. 

In  1988,  NHTSA  provided  additional  requisite  resources 
for  trauma  system  development  and  evaluation  through 
establishment  of  the  Statewide  Technical  Assessment 
Program  and  the  Development  of  Trauma  Systems 
course.  The  technical  assessment  team  approach  has 
been  used  by  states  to  assess  the  effectiveness  of 
individual  EMS  system  components,  as  well  as  the 
interrelationship  of  these  components  in  producing  a 
comprehensive  system.23  The  Development  of  the 
Trauma  Systems  course  provided  states  and  regions  with 
a  detailed  tool  for  system  development  that  was  tailored 
to  their  individual  needs.24 

The  Trauma  Care  Systems  Planning  and  Development 
Act  of  1990,  which  created  Title  XII  of  the  Public  Health 
Service  Act  (PHSA),  was  enacted  to  improve  emergency 
medical  services  and  trauma  care.  From  1992-1994, 
funds  were  appropriated  to  carry  out  the  responsibilities 
specified  in  this  Act  and  administered  by  the  Health 
Resources  and  Services  Administration  (HRSA).  The 
program  was  not  funded  in  FY-95.  Under  this  program,  a 
model  trauma  care  system  plan  to  use  in  trauma  system 
development  was  written  by  a  consensus  panel  of 
experts.25  Many  states  were  making  significant 
progress.26  when  Congress  failed  to  reauthorize 
resources  for  the  program  in  1 995.  It  was  funded  again  in 
FY2001  and  2002.  Title  XII  of  the  PHSA  is  responsible 
for  improving  trauma  and  emergency  medical  care 
through  system  improvement.  This  goal  is  accomplished 
through:  (1)  a  grant  program  available  to  State  EMS 
offices  to  improve  the  trauma  care  component  of  the 
EMS  plan;  (2)  a  grant  program  to  improve  rural  EMS 
care;  and  (3)  discretionary  activities  including  research, 
evaluation,  and  grants  for  special  EMS/trauma  initiatives. 


*  National  Highway  Traffic  Safety  Administration.  1988.  "EMS  System 
Development:  Results  of  the  Statewide  EMS  Technical  Assessment 
Program.  "  Washington,  DC:  NHTSA 

24  National  Highway  Traffic  Safety  Administration.  1992.  "Development  of 
Trauma  Systems  Program."  Washington,  DC:  NHTSA. 

25  Health  Resources  and  Serv  ices  Administration.  1992  "Model  Trauma 
Care  System  Plan."  Rockville:  Health  Resources  and  Serv  ices 
Administration. 

26  Bass,  R.R.,  Gainer,  P.S.,  Carlini,  A.  1999.  "Update  on  Trauma  System 
Development  in  the  U  S."  Journal  of  Trauma.  47(3):S  1 5-2 1 . 


San  Francisco  General  Hospital  Air  Medical  Access  Needs  and  Feasibility  Study 


1-9 


Chapter  1    History  and  Background 


Gerson/Overstreet  Architects 


Professional  Associations  and  Trauma/HEMS 
Advancements 

In  the  midst  of  these  changes  in  federal  policy  and 
funding,  professional  health  care  associations  have  also 
provided  guidance  for  trauma  system  development.  The 
American  College  of  Surgeons  Committee  on  Trauma 
(ASCOT)  made  substantial  contributions  to  the 
conceptual  framework  of  trauma  care  systems  by 
advocating  for  a  network  of  trauma  centers  with  verified 
capabilities.  ASCOT  assumed  the  mantle  of  leadership  in 
1976  by  identifying  the  key  characteristics  for 
categorization  of  hospitals  as  trauma  centers  in  the  first 
edition  of  their  publication,  "Optimal  Resources  for  Care 
of  the  Seriously  Injured.  Through  successive 
revisions,  this  document  became  recognized  as  the 
standard  for  trauma  hospital  performance. 

In  1987,  ASCOT  developed  an  external  review  program 
to  verify  hospital  capabilities,  which  provided  further 
incentives  for  the  designation  of  trauma  centers. 
Recently,  ASCOT  published  a  multidisciplinary  work 
group  document  entitled,  "Consultation  for  Trauma 
Systems,"  which  provides  guidelines  for  evaluating 
trauma  system  development  and  making  system 
enhancements.28  In  addition,  the  American  College  of 
Emergency  Physicians  (ACEP)  published  "Guidelines  for 
Trauma  Care  Systems,"  which  provided  a  detailed 
description  of  critical  pre-hospital  care  components  in  a 
trauma  system.29 

In  1999,  the  Institute  of  Medicine  (IOM),  with  support 
from  several  private  foundations,  published  its  third 
assessment  of  the  public  and  private  response  to  injury. 
The  report  provided  evidence  of  significant  advances  in 
trauma  system  development  but  also  highlighted  the 
profound  gap  between  the  current  investment  in  system 


Committee  on  Trauma,  American  College  of  Surgeons.  1976.  "Optimal 
Hospital  Resources  for  Care  of  the  Seriously  Injured"  Bulletin  of  the 
American  College  of  Surgeons,  61:15-22. 

28  Committee  on  Trauma,  American  College  of  Surgeons.  1998. 
"Consultation  for  Trauma  Systems."  Chicago:  American  College  of 
Surgeons. 

29  American  College  of  Emergency  Physicians.  1988.  "Guidelines  for 
Trauma  Care  Systems."  Dallas:  American  College  of  Emergency  Physicians 
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A  modern  air  medical 
helicopter  ambulance 


development  and  the  magnitude  of  the  injury  problem. 
The    group    recommended    additional    funding  for 
surveillance,  research,  training  and  program  evaluation 
by  federal  agencies. 

Recent  events  have  even  further  accelerated  the 
momentum  for  the  development  of  a  nationwide  trauma 
system.  The  Skamania  Conference  held  in  July  1998 
reviewed  the  medical  literature  to  quantify  current 
understandings  of  trauma  system  effectiveness  and 
proposed  a  plan  for  research  in  trauma.  Participants 
included  representatives  of  many  different  specialties  in 
addition  to  trauma  experts.  A  key  recommendation  from 
this  conference  was  to  use  a  national  consensus  process 
involving  a  spectrum  of  national  committees  and 
organizations  interested  in  trauma  care  and  prevention  to 
design  a  vision  document  describing  a  trauma  system  for 
the  future,  including  current  status,  a  future  vision,  and  an 
implementation  strategy  based  on  valid,  reliable  data. 
The  Skamania  Conference  also  recommended  renewed 
federal  funding  for  trauma  system  development.31 

Helicopter  Air  Medical  Transport  Today 

Considerable  progress  has  also  been  made  in  the 
development  of  air  medical  helicopter  transportation. 
Today,  the  specialized  training  of  air  medical  helicopter 
crews  is,  at  a  minimum,  comparable  to  that  of  the  best 
ground  ambulance  crews.  The  ground  ambulance 
system  is  comprised  of  two  types  of  ambulances:  ALS 
(Advanced  Life  Support)  and  BLS  (Basic  Life  Support) 
ambulances.  Trained  medical  personnel  who  can 
administer  basic  first  aid  and  CPR  (cardiopulmonary 
resuscitation)  staff  the  BLS  ambulance.  An  ALS 
ambulance  crew  consists  of  nurses,  paramedics,  or 
physicians  capable  of  administering  drugs,  starting  IV's. 
or  performing  other  intrusive  medical  procedures.32 

Today's  typical  air  medical  crew  consists  of  a  registered 
flight  nurse  and  a  paramedic.  The  minimum 
requirements  for  a  flight  nurse  include  at  least  three 
years  experience  in   emergency  medical  care  and 

30  Committee  on  Injury  Prevention  and  Control.  Institute  of  Medicine.  1999. 
"Reducing  the  Burden  of  Injury:  Advancing  Prevention  and  Treatment." 
Washington.  DC:  National  Academy  Press 

^'  Skamania  Symposium,  1998.  "Trauma  Systems  Evidence.  Research. 
Action.  "47(3):S1-110. 
32  Norton,  1997.  op.  cit. 
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advanced  life  support.  Because  of  their  high  level  of 
experience  and  intensive  training  most  state  medical 
practice  boards  allow  medical  flight  teams  to  perform 
more  sophisticated  procedures  than  their  emergency 
room  or  intensive  care  counterparts.33  This  high 
standard  of  care  combined  with  the  high  speed  of  the 
helicopter,  and  resultant  reduction  in  transport  time 
exceeds  the  standard  of  care  associated  with  ground 
transport.34  This  and  the  ability  to  carry  the  newest 
medical  technology  equipment  in  the  cabins  of  today's 
larger  helicopters  have  substantially  reduced  predicted 
mortality  rates  in  severely  injured  patients.35 

San  Francisco  Bay  Area  Air  Medical  Transportation 


The  San  Francisco  Bay  Area,  extending  from  the  Wine 
Country  to  the  Silicon  Valley  has  a  population  of  over  6.7 
million  people  in  9  counties  and  101  cities.36  There  is 
one  hospital-based  air  ambulance  program  in  the  Bay 
Area;  it  is  at  Stanford  University  Medical  Center  and 
transports  trauma  and  non-trauma  critical  patients  to  the 
Stanford  Medical  Center  in  Palo  Alto.  (See  Table  1-1). 
Stanford  Life  Flight  operates  a  custom-configured 
Eurocopter  BK  117  that  can  fly  under  both  visual  and 
instrument  flight  rules. 

The  Bay  Area  also  supports  two  independent  air 
ambulance  programs,  with  helicopters  based  both  in 
Concord  and  Santa  Rosa.  These  companies  negotiate 
standing  contracts  with  Bay  Area  hospitals  for  inter- 
facility  transfers  of  specialty  care  patients  (e.g.,  UCSF  for 
neonatal,  pediatric  and  OB  specialties;  Children's 
Hospital  Oakland  for  pediatrics)  and  various  agreements 
with  Bay  Area  county  EMS  Agencies  for  trauma  and 
emergency  scene  response  to  911  calls  in  the 
emergency  medical  systems  throughout  the  9  counties. 

CALSTAR  (California  Shock  Trauma  Air  Rescue)  is  a 
regional,  public,  non-profit  air  medical  helicopter  service. 
The  company's  stated  mission  is  to  "save  lives,  reduce 
disability  and  speed  recovery  for  victims  of  trauma  and 


34  ibid.^ 

35  ibid.. 

Association  of  Bay  Area  Governments  (ABAG),  "Bay  Area  Census, 
2000  Data.  "  2002. 
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illness  through  rapid  transport,  quality  medical  care  and 
education."  CALSTAR  operates  a  fleet  of  Eurocopter 
MBB  BO-105  and  Bell  222  helicopters. 

REACH  is  an  air  ambulance  transport  service  that 
provides  rapid  assessment,  intervention  and  safe 
transport  of  critically  ill  or  injured  patients  of  all  ages  from 
the  scene  or  referring  facilities.  REACH  helicopters  are 
available  24  hours  a  day  and  can  be  airborne  within  four 
minutes  after  dispatch.  The  helicopters  are  full-spectrum 
air  ambulances  with  adult  and  pediatric  medical  and 
trauma  services.  REACH  operates  twin-engine, 
instrument-flight  capable,  Agusta  109  helicopters  with  a 
cruising  speed  of  161  mph. 


Table  1-1  Bay  Area  Air  Ambulance  Providers 


Air  Ambulance 
Provider 

Response  Area 

Aircraft  Base 

Medical  Crew 

Aircraft  type 

Stanford  Life  Flight 

9  Bay  Area 
Counties— 200 
nautical  mile 
radius  of  base 

Stanford  University 
Hospital 

2  RNs 

BK  117 

CALSTAR 

250  nautical 
mile  radius  of 
base 

Gilroy,  Concord,  Ukiah, 
Auburn 

2  RNs 

Bell  222 
BO  105 

REACH 

300  nautical 
mile  radius  of 
base 

Concord,  Santa  Rosa, 
Sacramento 

2  RNs 

Augusta  109 

In  addition  to  these  three  air  ambulance  companies,  four 
rescue  aircraft  providers  also  service  the  Bay  Area,  each 
operated  by  a  governmental  agency  for  public  safety 
needs.37  (See  Table  1-2).  These  aircraft  providers  have 
various  capabilities  for  emergency  medical  transport  and 
should  be  considered  as  available  to  respond  to  911 
emergency  calls  depending  on  the  nature  of  the 
emergency  and  the  judgment  of  the  ground  emergency 
crew  requesting  assistance. 

Conclusions 

The  nation's  trauma  care  system  has  steadily  evolved 
over  the  past  thirty  years,  and  since  the  mid-1980  s.  with 
the  emergence  of  managed  care  and  increasing 
economic  pressures  on  hospitals,  there  has  been  a 


California  Shock  Trauma  Air  Rescue.  Inc.  (CALSTAR).  in  Bay  Area 
Emergency  Serv  ices  Helicopter  Seminar.  2000.  Burlingame.  CA. 


Interior  of  modern  helicopter 
"flying  ambulance" 


San  Francisco  General  Hospital  Air  Medical  Access  Needs  and  Feasibility  Study 


1-13 


Chapter  1    History  and  Background 


Gerson/Overstreet  Architects 


growth  of  independent  air  ambulance  operators  in  the 
United  States.38  The  bottom  line  is  that  trauma  centers 
save  lives,  and  helicopter  air  medical  transport  is  an 
important  life-saving  component  of  the  trauma-care 
system.  The  San  Francisco  Health  Commission 
recognized  this  in  1985  when  it  adopted  a  resolution  "to 
provide  trauma  patients  with  immediate  access  to  San 
Francisco  General  Hospital  by  using  helicopter 
services."39 


Table  1-2  Bay  Area  Air  Rescue  Ambulances 


Agency 

Response  Area 

Aircraft  Base 

Medical  Crew 

Aircraft  Type 

Sonoma  Co. 
Sheriff's  Dept. 

Sonoma  Co. 

Sonoma  Co. 
Airport 

1  EMT,  1  paramedic/ 
rescue  technician — 
Advanced  Life  Support 
Rescue  Aircraft 

Bell  407 

Coast  Guard  Air 
Station 

Pt.  Arena-San  Luis 

Obispo-Lake 

Tahoe 

SF  International 
Airport 

1  EMT  rescue 
swimmer — Basic  Life 
Support  Rescue 
Aircraft 

HH  65,  Dolphin 

East  Bay  Regional 
Parks 

Alameda  &  Contra 
Costa  Counties 

Hayward  Airport 

EMTs,  RNs, 
Paramedics,  MDs — 
Advanced  Life  Support 
Rescue  Aircraft 

A-Star 

California  Highway 
Patrol 

9-county  Bay  Area 
region 

Napa  Airport 

EMTs,  Paramedics — 
Advanced  Life  Support 
Rescue  Aircraft 

Bell  206 

38  Ibid.. 

39  San  Francisco  Health  Commission,  Resolution  033-85.  August  1985. 
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PURPOSE  AND  NEED 


In  August  2001,  with  the  approval  of  the  San  Francisco 
Trauma  Care  System  Plan  revision,  the  San  Francisco 

Definition: 

Air  Medical--  A  commonly 
accepted  phrase  referring  to 
activities  related  to  air 
ambulance  airplanes,  heli- 
copters, their  crews  and 
administrative  programs. 

This,  and  other  terms  used  in 
this  study  are  defined  in 
Appendix  A. 


civilians  has  produced  mounting  evidence  to  suggest  that 
seriously  injured  patients  are  best  served  by  a  well- 
integrated  system  of  care  that  activates  specialized 
resources  on  a  moment's  notice,  and  provides  expert, 
definitive  treatment  within  an  hour.2 


Health  Commission  resolved  that  "a  thorough,  objective 
evaluation  of  the  need  for  and  feasibility  of  consistently 
available  air  medical  access  at  the  San  Francisco 
General  Hospital"  be  performed.1  The  2001  Trauma 
Care  System  Plan  defined  Trauma  System  vulnerabilities 
related  to  the  lack  of  air  medical  access  to  the  Trauma 
Center  at  San  Francisco  General  Hospital  (SFGH). 

Basis  for  the  Study 

As  was  discussed  in  the  preceding  chapter,  in  the  last  50 
vears  research  in  the  treatment  of  injured  soldiers  and 


Although  estimates  vary,  some  studies  have  found 
preventable  deaths  to  range  as  high  as  20-40  percent  of 
deaths  due  to  injury  in  areas  without  an  organized 
system  of  trauma  care.3  Though  further  work  with 
sophisticated  study  designs  is  needed  to  draw 
unequivocal  conclusions,  a  recent  report  of  evaluated 
studies  of  trauma  care  cites  consistent  demonstrated 
improvements  to  the  survival  of  hospitalized  patients 
when  high  standards  of  trauma  care  are  incorporated."1 


San  Francisco  Health  Commission  Resolution  No.  14-01.  August  7.  2001. 

Mullins,  R.J.,  "A  Historical  Perspective  of  Trauma  System  Development  in 
the  United  States.  "  The  Journal  of  Trauma  :  Injury.  Infection,  and  Critical 
Care.  1999.  47(3.  Supplement). 

J  Trunkey,  D.,  Lewis,  F.R.,  "Preventable  Mortality  "  3rd  ed.  Current 
Therapy  of  Trauma,  ed.  Trunkey.  D..  Lewis.  F  R.  1991.  Philadelphia 
Decker,  pp. 3-4. 

4  Mann,  N.C.,  Mullins.  R.J.,  MacKenzie.  E.J..  Jurkovich.  G  J  .  Mock.  C  N 
"Systematic  Review  of  Published  Evidence  Regarding  Trauma  System 
Effectiveness  "  Journal  of  Trauma.  1999.  47(3.  Supplement):  p.  S25-S33. 
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This  translates  into  nationwide  annual  estimates  of 
approximately  20,000  to  25,000  lives  saved.5 

The  goal  of  a  trauma  care  system  is  to  reduce  injury- 
related  death,  disability,  and  associated  costs  by 
organizing  specialized  personnel  and  resources  so  that 
the  right  patient  gets  to  the  right  place  in  the  right  amount 
of  time.  Preventable  mortality  studies  indicate  delays  in 
appropriate  care  are  the  predominant  cause  of 
preventable  injury  deaths.0  The  requirement  to  rapidly 
and  safely  transport  patients  to  a  specialized  facility 
designed  to  treat  severe  injuries  stimulated  the 
development  of  helicopter-based  medical  transport 
programs  in  the  United  States  in  the  early  1970:s.7  As 
early  as  1976,  federal  guidelines  for  Emergency  Medical 
Systems  transportation  (from  the  Department  of  Health, 
Education  and  Welfare,  Division  of  EMS)  included  the 
use  of  air  ambulances. 8 

Today,  access  to  medical  centers  by  air  transport  (air 
medical  access)  is  considered  a  standard-of-care 
component  of  regional  trauma  systems  throughout  the 


'  Champion,  H.R.,  lexer,  H.  "Trauma  Care  Systems:  the  Federal  Role" 
Journal  of  Trauma.  1988.  28(6):  p.  877-879. 
6  Cales,  R.  "Trauma  Mortality  in  Orange  County  :  the  Effect  of 
Implementation  of  a  Regional  Trauma  System  "  Annals  of  Emergency 
Medicine.  1984.  13(1):  p.  1-10. 

Campbell.  S.,  Watkins,  G..  and  Kreis  D.  "Preventable  Deaths  in  a  Self- 
designated  Trauma  System  "  American  Surgeon.  1989.  55(1 y.  p.  478-80. 
Kreis,  DJ.  Jr.,  Placcasia.  G.,  Augenstein,  D..  Davis.  J.H..  Echemque,  M., 
VopaL  J.,  Byers.  P..  Gomez  G.  "Preventable  Trauma  Deaths:  Dade 
County,  Florida.  "  J.  Trauma,  1986.  26(7):  p.  649-54. 
Shackford,  S.R.,  Hillingsworth-Fridlund,  P..  Cooper,  G.F.,  Eastman,  A.B. 
"The  Effect  of  Regionalization  upon  the  Quality  of  Trauma  Care  as 
Assessed  by  Concurrent  Audit  Before  and  After  Institution  of  a  Trauma 
System:  a  Preliminary  Report.  "  J.  Trauma.  1986.  26' 9 y.  p.  812-20. 
Shackford,  S.R.,  Hilhngsvvorth-Fridlund,  P.,  McArdle,  M.,  Eastman,  A.B. 
"Assuring  Quality  in  a  Trauma  system— the  Medical  Audit  Committee: 
Composition,  Cost,  and  Results.  "  J.  Trauma,  1987.  27(8). 
Thobum,  E..  Norris.  P.,  Flores,  R..  Goode.  S.;  Rodriguez,  E..  Adams.  V., 
Campbell.  S.,  Albrink,  M..  Rosemurgy,  A.  "System  Care  Improves  Trauma 
Outcome:  Patient  Care  Errors  Dominate  Reduced  Preventable  Death 
Rate.  "  J.  Emergency  Medicine.  1993.  11(2):  p.  135-9. 

Cowley,  R.,  Hudson,  F.,  Scanlon,  E.,  etal.  "An  Economical  and  Proved 
Helicopter  Program  for  Transporting  the  Emergency  Critically  III  and 
Injured  Patient  in  Maryland."  J.  Trauma.  1973.  13:  p.  1029-1038. 
'  Boyd,  D..  "Emergency  Medical  Systems  development.  "  IEEE 
Transactions  on  Vehicular  Technology,  1976.  VT-25(4j:  p.  104-109. 
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United  States,9  because  the  most  severely  injured 
patients  require  faster  and  higher  levels  of  definitive 
trauma  care  if  their  chances  of  survival  are  to  be 
maximized.  Medical  helicopters  are  equipped  with 
medical  supplies,  nurses/paramedics  (sometimes 
physicians)  and  are  used  to  transport  critically  ill  and 
injured  patients.  These  helicopters  can  respond  directly 
to  places  where  people  are  seriously  injured  (i.e.,  car 
crashes,  recreation  sites,  etc.,)  and  can  quickly  transport 
patients  to  appropriate  medical  facilities  or  from  one 
facility  to  another  when  lifesaving  medical  care  is 
necessary. 

Inspired  by  successful  helicopter  evacuations  of  injured 
soldiers  in  Vietnam,  E.V.  Kuhlman  of  St.  Anthony's 
Hospital  in  Denver,  Colorado  combined  forces  with 
others  sharing  his  vision  and  developed  the  first  hospital- 
based  helicopter  program  in  the  United  States.1"  In  the 
five  years  to  follow  the  start  up  of  the  St.  Anthony's 
program  four  other  hospitals  started  their  own 
aeromedical  helicopter  service.  Viewed  by  many  as 
passing  fads  the  programs'  success  soon  made  even  the 
most  optimistic  promoters  appear  shortsighted.  The  far- 
reaching  transport  capabilities  of  the  helicopters  were 
increasing  the  catchment  areas  of  their  hospitals.  The 
helicopter  programs  were  filling  beds  with  patients  on  a 
routine  basis.  These  patients  were  often  better  insured, 
and  the  additional  volume  helped  to  enhance  programs 
and  professional  skill  maintenance.  It  was  not  long  before 
the  spread  of  aeromedical  programs  increased  at  an 
astonishing  rate.11 

Ten  years  after  the  first  patients  were  transported  by  St. 
Anthony's  hospital,  nearly  100,000  patients  were 
evacuated  in  1982.  By  the  end  of  2001,  a  total  of  2.75 
million  patients  had  been  transported  by  EMS  helicopters 


Owen,  J.  "One  Year's  Trauma  Mortality  Experience  at  Brooke  Arm; 
Medical  Center:  Is  Aeromedical  Transportation  of  Trauma  Patients 
Necessary?  "  Military-  Medicine,  1999.  164(5):  p.  361-365. 
Cunningham,  P.,  Rutledge.  R..  Baker,  C.C..  Clancy.  T.V.  "A  Comparison 
of  Association  of  Helicopter  and  Ground  Ambulance  Transport  with  the 
Outcome  of  Injury  in  Trauma  Patients  Transported  from  the  Scene.  "  J. 
Trauma,  1997.  43(6):  p.  940-946 

10  Cowley,  et  al,  1973,  op.  cit.  and  Norton.  K.  "The  Helicopter  in  Air 
Medical  Serv  ice"  1 997.  Bell  Helicopter  Textron  Canada  l  BHT( '  | 

11  Norton,  1997.  op.  cit. 
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since  the  first  flights  in  1972  and  the  annual  numbers  of 
patients  flown  continue  to  increase  by  an  average  of 
3percent  per  year  over  the  last  decade.13  Yet  San 
Francisco  is  the  only  one  of  the  top  25  United  States 
cities  that  has  no  air  medical  access  to  its  only 
designated  trauma  center. 

Bay  Area  and  San  Francisco  Trauma  Care 

Bay  Area  Trauma  Centers  and  Air  Medical  Access 

Within  the  9  Bay  Area  counties  there  are  1 1  designated 
trauma  centers  of  various  levels.  Seven  of  these  trauma 
centers  have  helipads  and  receive  trauma  patients  from 
within  their  immediate  catchment  areas  and  from 
neighboring  regions.  Table  2.1  lists  these  centers,  their 
levels,  specialties  and  flight  intervals  to/from  San 
Francisco  General  Hospital. 

Though  dozens  of  trauma  patients  are  flown  from  San 
Francisco  to  neighboring  trauma  centers  every  year  (see 
Appendix  B),  these  regional  trauma  centers  are  not 
routinely  used  for  treatment  of  injuries  in  San  Francisco. 
The  majority  of  those  who  suffer  severe  injuries  (-1200 
per  year)  are  treated  at  San  Francisco  General  Hospital. 
There  is  no  formal  agency  or  standard  communication 
system  that  links  all  the  Bay  Area  Trauma  Centers  for 
daily  operations.  Thus,  there  is  no  regional  Bay  Area 
Trauma  System. 

In  the  event  of  a  large-scale  disaster  affecting  San 
Francisco,  trauma  cases  would  be  prioritized  and 
distributed  regionally  using  computer  and  800  mHz  radio 
links  to  determine  bed  availability.  Further  treatment 
capacity  would  be  obtained  from  the  Regional  Disaster 
Medical  and  Health  Coordinators,  and  may  include  State 
assets,  such  as  the  Disaster  Medical  Assistance  Teams, 
or  Federal  assets  such  as  the  National  Disaster  Medical 
System  network  of  medical  transport  and  receiving 
hospitals.  Medical  helicopters  would  play  a  crucial  role  in 
patient  distribution  on  regional  and  statewide  levels. 


12  Ibid,  and  Air  Medical  Physician  Association,  Air  Medical  Physician 
Handbook  Supplement.  2002. 

13  B  lumen,  I.,  University  of  Chicago  Aeromedical  Network  Safety 
Committee,  "A  Safety  Risk  and  Review  Assessment  in  Air  Medical 
Transport"  2002,  Air  Medical  Physician  Association:  Salt  Lake  City,  UT. 
p.  20-21. 
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On  a  local  level  the  San  Francisco  EMS  Agency  (SF 
EMS  Section,  Dept.  Public  Health)  coordinates  inter- 
county  disaster  trauma  services  through  its  San 
Francisco  Bay  Area  Medical  Mutual  Aid  Policy  No. 
5040,  and  the  Multi-Casualty  Incident  Plans  No.'s 
5010,  5015,  5020.  The  Bridge  Response  Policy  No. 
8050  and  Inter-County  Response  and  Transport 
Policy  No.  8060  address  specific  multi-agency 
coordination  issues  with  EMS  ground  responses  on 
the  Golden  Gate  Bridge  and  Oakland-Bay  Bridges, 
and  between  San  Francisco  and  San  Mateo  counties. 
Currently,  bridge  traffic  accidents  that  require  air 
transport  are  flown  away  from  San  Francisco  to 
trauma  centers  with  helipads  in  Alameda,  Contra 
Costa  and  Santa  Clara  counties. 

Each  of  the  Bay  Area  trauma  centers  are  identified  as 
a  designated  trauma  receiving  facility  within  an 
Emergency  Medical  System  specific  to  each  county 
and  overseen  by  a  local  State-authorized  EMS 
Agency.  These  agencies  are  governed  by  the  local 
County  Health  Departments,  or  through  a  regional 
Joint  Powers  agreement  among  several  county 
governments.  Pre-hospital  emergency  medical 
providers  and  trauma  centers  have  communications 
links,  standard  guidelines  and  evaluation  systems 
promulgated  by  the  EMS  agency  of  their 
county/region.  Air  ambulance  providers  follow  the 
policies  and  procedures  established  by  local  EMS 
agencies  and  are  authorized  under  separate 
agreements  to  transport  patients  within  and  between 
the  jurisdictions  of  the  9  counties. 

San  Francisco  Trauma  Care  System 

The  City  and  County  of  San  Francisco's  Trauma  Care 
System  Plan  describes  the  framework  and 
establishes  priorities  to  reduce  disability  and  loss  of 
life  due  to  injuries  within  the  San  Francisco 
Emergency  Medical  Services  (EMS)/T rauma  System 
jurisdiction.  The  standards  and  regulations 
promulgated  by  the  Trauma  Care  System  Plan  are 
developed  in  collaboration  with  system  stakeholders 
via  the  public  comment  process  overseen  by  the  EMS 
Section  of  the  City  and  County  of  San  Francisco's 
Department  of  Public  Health.  The  Trauma  Care 
System  Plan  was  updated  recently  and  extensively 
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Historical  hospital  photos  courtesy 
of  San  Francisco  Public  Library 


revised  in  compliance  with  revisions  in  the  State  of 
California  Title  XXII  Trauma  Care  Systems 
regulations.  The  San  Francisco  Health  Commission 
and  the  California  State  Emergency  Medical  Services 
Authority  approved  the  revisions  in  2001.  Critical 
vulnerabilities  are  described  in  this  Plan,  including 
lack  of  air  medical  access  for  the  City  and  County  of 
San  Francisco.  By  approving  the  2001  Plan,  both  the 
San  Francisco  Health  Commission  and  the  State 
EMS  Authority  endorsed  development  of  air  medical 
access  in  San  Francisco.  The  Health  Commission 
also  unanimously  approved  a  resolution  that  directed 
a  Needs  Assessment  and  Feasibility  Study  for  a 
helipad  at  the  San  Francisco  General  Hospital 
Trauma  Center  (Resolution  no.  1401 ). 

Evolution  of  Trauma  Care  in  San  Francisco  and 
the  Role  of  San  Francisco  General  Hospital 
Trauma  Center 

The  Emergency  Department  of  San  Francisco 
General  Hospital  was  a  separate  physical  facility 
(Mission  Emergency)  until  it  was  incorporated  into  the 
construction  of  the  Hospital  in  1915.  Since  that  time  it 
has  provided  immediate  definitive  emergent  care  for 
all  critically  injured  patients  in  the  City  and  County  of 
San  Francisco.  It  remained  administratively  separate 
until  1955,  when  it  was  fully  incorporated  into  San 
Francisco  General  Hospital.  Until  1966,  it  was  the 
only  fully  staffed  24-hour  emergency  service  in  San 
Francisco  and  thus  has  a  long  tradition  for  providing 
emergency  treatment.14 

In  the  late  1960s  when  the  results  of  medical 
research  on  the  battlefields  of  Korea  and  Vietnam 
began  to  influence  civilian  trauma  care  in  the  United 
States,  Dr.  William  F.  Blaisdell  at  SFGH  directed 
innovations  in  the  City's  trauma  care  system.  Staffed 
by  surgeons  from  the  University  of  California,  SFGH 
received  National  Institute  of  Health  (NIH)  grant 
funding  and  became  a  NIH  designated  trauma 
research  center  in  1972.  Throughout  the  1970  s  and 
1980's  SFGH's  surgical  staff  played  pivotal  roles  in 


u  Blaisdell,  F.,  "Survey  of  and  Recommendations  for  the  San  Francisco 
City  and  County  Emergency  System."  1978.  City  and  County  of  San 
Francisco.  Emergency  Medical  Serv  ices:  San  Francisco.  CA.  81  pp  & 
addenda. 
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setting  the  standards  of  care  in  many  areas  of 
traumatic  injury. 

Citywide  publicly  funded  acute  care  resources  were 
consolidated  in  1983,  when  all  of  the  Public  Health 
Emergency  Hospitals  were  closed,  with  the  exception 
of  Mission/SFGH.  That  year,  the  single  public  health 
hospital  in  the  City  was  designated  by  EMS  Section 
Ambulance  Destination  policy  as  the  sole  recipient  of 
major  trauma  patients.  The  1990  San  Francisco 
Trauma  System  Plan  proposed  that  SFGH  be 
designated  as  a  Level  I  Trauma  Center.  This  was 
approved  by  the  Health  Commission  and  the  State 
EMS  Authority  that  year,  and  SFGH  was  officially 
designated  the  Level  I  Trauma  Center  in  1991,  after 
verification  by  the  American  College  of  Surgeons. 

Through  the  1990's  San  Francisco  General  Hospital's 
Trauma  Center  has  continued  to  develop  its  programs 
in  acute  care,  rehabilitation,  functional  recovery  and 
injury  prevention.  SFGH  serves  as  a  center  for 
trauma  clinical  research  and  education  in  its 
academic  affiliation  with  the  University  of  California  at 
San  Francisco.  The  Trauma  Center's  physician  staff 
is  composed  of  nationally  recognized  faculty  from  the 
University  of  California  at  San  Francisco,  with  ongoing 
commitments  to  advancing  trauma  care  through 
research  and  post-graduate  medical  training.  As  part 
of  these  efforts,  the  Trauma  Center  provides  clinical 
and  research  fellowship  programs  to  train  future 
leaders  in  the  field  of  trauma  care.  Recent  trauma 
program  developments  at  SFGH  include  violence  and 
injury  prevention,  functional  recovery  programs,  the 
institution  of  trauma  case  management  and  nurse 
practitioner  services,  the  use  of  specific  treatment 
protocols,  algorithms  and  critical  pathways,  and 
expanded  community  outreach. 

SFGH  remains  the  sole  Trauma  Center  in  San 
Francisco  today,  and  retains  Level  I  designation.  It  is 
also  the  designated  Level  I  Trauma  Center  for 
northern  San  Mateo  County  residents,  by  agreement 
with  the  San  Mateo  County  EMS  Agency. 
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The  San  Francisco  Trauma  Care  System 
Environment 


San  Francisco's  geography  and  demographics  have 
unique  characteristics  related  to  trauma  system 
planning. 

Geography  and  Demographics 

San  Francisco  is  bordered  on  three  sides  by  bay  and 
ocean  waters.  It  is  a  cultural  and  financial  center  with 
an  expanding  population  that  is  confined  to  a  47- 
square  mile  peninsula.  In  the  last  decade,  population 
density  increased  by  13  percent  from  15,000/sq.  mi. 
to  17,000/sq.mi.15  Compared  with  the  twenty  most 
populated  cities  in  the  United  States,  San  Francisco's 
population  density  ranks  second  only  to  that  of  New 
York  City.16 


The  Trauma  System  service  area  extends  to  the 
south,  over  the  border  of  San  Francisco  County,  to 
include  the  northern  sector  of  San  Mateo  County.17 
The  diverse  San  Francisco  resident  population  base 
of  793,600,  with  270,820  persons  from  northern  San 
Mateo  County  brings  the  Trauma  System  base 
population  to  1.1  million.18  The  numbers  of  San 
Francisco  visitors  and  commuters  bring  the  total 
catchment  population  to  an  estimated  1.4  to  1.6 
million.19 


13  State  of  California,  Department  of  Finance.  "E-l  City /County 
Population  Estimates,  with  Annual  Percent  Change.  January  I.  2001 
and  2002."  2002.  State  of  California,  Department  of  Finance: 
Sacramento.  California,  http://www.dof.ca. gov  "html  Demograp'E- 
ltext.htm 

State  of  California,  "RacdEthnic  Population  with  Age  and  Sex  Detail. 
1 970-2040 r  1998.  State  of  California  Department  of  Finance: 
Sacramento.  C A.  http:  wwvv.dof.ca.govhtmldemograpproj_age.htm 
1  University  of  Southern  California,  "Population.  Land  Area,  and 
Density  for  the  20  Largest  Cities:  1990."  2001.  Department  of 
Geography,  http:  www.usc.edudeptgeographygeogl00  199020.htm] 
US  Census  Bureau,  "Land  Area.  Population  and  Density  for  Places. 
1990."  1990.  Population  Division.  Population  &  Housing  Programs 
Branch. 

1  The  San  Francisco  Health  Commission  approved  this  regional ization 
of  trauma  serv  ices  in  1998.  Trousdale  Boulevard  in  the  City  of 
Burlingame  serves  as  the  southern  boundary  for  this  service  area. 

18  State  of  California,  Department  of  Finance.  2002.  op  cit. 

19  Purvis.  C,  "County  to  County  Commuting  in  the  San  Francisco  Bay 
Area.  1960-2020:  1960-1990  Decennial  Census,  and  \(TC  Forecasts 


San  Francisco  General  Hospital  Air  Medical  Access  Needs  and  Feasibility  Study 


2-9 


Chapter  2    Purpose  and  Need 


Gerson/Overstreet  Architects 


Trauma  Care  System  Design 


Patient  Profile:  J.  J.  Stivers 

In  the  early  afternoon  of  November  16, 
2000,  Jeffrey  "J.J."  Stivers  was  moving 
some  large  construction  equipment  when 
he  became  pinned  between  the  blade  of  a 
bulldozer  and  a  flatbed  truck.  The  force 
was  enough  to  nearly  amputate  both  of 
J.J.'s  legs.  When  the  fire  department 
arrived  at  the  scene,  they  were  surprised 
to  find  the  patient  was  one  of  their  own. 
J.J.  Stivers  was  a  long  time  member  of 
the  local  volunteer  fire  department. 

His  fire  department  friends,  along  with 
the  local  ambulance  crew  stabilized  J.J. 
and  prepared  him  for  air  medical 
transport  to  the  regional  trauma  center. 
When  the  REACH  air  ambulance 
arrived,  the  Flight  Nurse  and  Flight 
Paramedic  found  J.J.  ready  for  transport, 
but  complaining  of  significant  pain  in 
both  his  legs,  which  were  nearly 
amputated  just  above  the  knees.  The 
rapid  intervention  and  speedy  air 
transport  had  J.J.  to  the  trauma  center 
less  than  one  hour  after  the  accident. 

Upon  arrival  at  the  trauma  center  the 
trauma  team  evaluated  him. 
Unfortunately,  it  was  necessary  to 
surgically  complete  the  amputations. 
After  twelve  days  in  the  hospital,  J.J. 
was  transferred  to  a  rehabilitation  center 
for  continued  treatment. 

Although  traumatic,  J.J.'s  story 
demonstrates  how  the  EMS  system 
works  in  providing  excellent  care  in  all 
manner  of  emergencies. 

Gary  McCalla,  MD,  Medical  Director 
Reach  Air  Ambulance  in  "REACH 
Rivets"  Spring  2001 


The  San  Francisco  Trauma  Care  System  is  designed 
to  address  the  significant  public  health  problem  of 
injury  in  San  Francisco.  One-third  of  all  EMS 
ambulance  responses  are  coded  as  trauma-related. 
Highest  injury  rates  are  among  young  males  and 
elderly  females,  with  firearm  injuries  and  falls  causing 
most  of  the  trauma  in  these  respective  populations, 
and  most  of  the  hospitalization  charges  and  lengths  of 
stay  overall.20  With  an  aging  population,  declining 
penetrating  injury  rates,  and  a  relatively  stable 
population,  the  single  Level  I  Trauma  Center, 
integrated  with  pre-hospital  EMS  response  and 
rehabilitation,  comprises  the  trauma  system  structure 
designed  to  ameliorate  the  impact  of  injury  in  the  San 
Francisco/northern  San  Mateo  service  area. 

At  the  "central  core"  of  the  San  Francisco  trauma 
system  are  clinical  and  operational  elements  that 
provide  direct  patient  care  once  an  injury  has 
occurred.  These  consist  of  the  hospitals  and  public 
service  agencies  that  have  a  pre-planned  response  to 
caring  for  injured  patients.  They  require  the  use  of 
coordinated  communication  mechanisms,  accurate 
identification  of  the  level  of  care  needed  by  an  injured 
patient,  rapid  transport  to  the  appropriate  care  facility 
and  integration  of  support  and  rehabilitative  services 
designed  to  support  the  patient's  return  to  the 
community. 

The  administrative  organization  of  the  San  Francisco 
Trauma  Care  System  comprises  the  framework  within 
which  care  is  given  and  continual  development  of  the 
system  is  promoted.  These  elements  consist  of  the 
leadership  authority  responsible  for  system  oversight, 
the  mechanism  of  continual  planning  and 
development  of  the  system,  and  the  legislation  that 
established  the  system  and  authorizes  both 
responsibility  and  funding.  These  elements  form  an 
outer  sphere   of  stability  that   is  vital   for  the 


based  on  ABAG  Projections  '98."  1999,  Metropolitan  Transportation 
Commission. 

20  McLouglin,  E.,  "Profile  of  Injury  in  San  Francisco."  2001,  The  San 
Francisco  Injury  Center  and  the  San  Francisco  Department  of  Public 
Health:  San  Francisco,  p.  139. 
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J.J.  Stivers  and  Friends 


continuation  of  activities  directly  related  to  patient 
care. 

Current  Air  Medical  Access  System 

There  is  no  direct  air  access  to  a  hospital  in  San 
Francisco — there  are  no  hospital  helipads  There 
is  a  single  FAA  approved  facility  provided  for  San 
Francisco  public  safety  agencies  and  EMS  helicopters 
at  the  Hunters  Point  Naval  Shipyard.  This  poorly 
lighted,  remote  facility  located  on  an  EPA  Superfund 
site  serves  an  average  of  five  non-trauma  critical 
patients  per  week  who  are  transported  to  San 
Francisco  from  the  Bay  Area,  Northern  and  Central 
California,  and  Nevada  for  specialty  care  at  UCSF, 
RK  Davies-CPMC  or  St.  Francis  Hospital.21 

Patients  must  be  loaded  into  a  ground  ambulance  on 
arrival  at  this  facility  and  taken  to  their  destination 
hospital  on  a  bumpy  ride  over  railroad  tracks  and 
roads  in  disrepair  into  the  north  of  Market  Street  area 
of  the  City.  This  transfer  to  ground  ambulances 
entails  added  delays  and  risk  of  medical 
device/equipment  failure  enroute. 

Trauma  Care  System  standards  of  rapid  transport 
to  definitive  treatment  rule  out  the  possibility  of 
using  a  remote  aircraft  landing  facility  that  will 
entail  delays  in  arrival  to  the  Trauma  Center; 
therefore  SFGH  does  not  receive  trauma  patients 
transported  by  air. 

EMS  Aircraft  providers  are  authorized  by  the  San 
Francisco  EMS  Section  of  the  Department  of  Public 
Health  to  transport  patients  to  and  from  the  City.  The 
EMS  Section  "EMS  Aircraft  Utilization  Policy"  (policy 
No.  8070)  defines  the  scope  and  manner  with  which 
the  EMS/Trauma  System  will  use  EMS  aircraft  for 
emergency  transport  of  critically  ill  and  injured 
patients  and  provides  for  coordinated  air  medical 
operations  with  ground  responders  and  hospital 
resources.  Provisions  are  made  in  this  policy  for  air 
ambulances  to  respond  to  San  Francisco  for  unusual 
events  such  as  multiple-casualty  incidents  (e.g., 
school  shooting,  large  train  accident)  or  cliff  rescues. 


21  EMS  Section.  Department  of  Public  Health.  "Hunters  Point  Helipad 
Landings.  2002-2003."  2003.  Dept.  of  Public  Health:  San  Francisco 
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When  such  occurrences  require  the  use  of  EMS 
aircraft,  patients  are  flown  to  neighboring  Trauma 
Centers  because  there  is  no  helipad  at  SFGH. 
Proximal  Trauma  Centers  with  helipads  include  Level 
II  Centers  in  Contra  Costa  County  (John  Muir  Medical 
Center)  and  Alameda  County  (Eden  Memorial 
Hospital)  and  a  Level  I  Trauma  Center  at  Stanford 
University  Hospital  (see  Table  2.1  above  and  Figure 
2-1).  According  to  data  from  Santa  Clara  County  EMS 
Agency,  an  average  of  3  patients  per  year  are  flown 
from  San  Francisco  to  a  trauma  center  in  Santa  Clara 
County — likely  from  cliff/island/bridge  or  water  rescue 
locations.  Figure  2-2  shows  the  potential  air  medical 
catchment  area  for  SFGH  with  a  helipad. 

Strengths  and  Vulnerabilities  of  the  Trauma  Care 
System 

Coincident  with  this  needs  and  feasibility  study,  a 
trauma  care  system  consulting  firm,  Bishop  and 
Associates,  was  contracted  to  evaluate  San 
Francisco's  trauma  system  during  the  Fall,  2002.  The 
consulting  team  evaluated  the  2001  Trauma  Care 
System  Plan  and  facilitated  a  daylong  strategic 
planning  session  with  San  Francisco  Trauma  System 
stakeholders.  These  professionals  represented  San 
Francisco  community  hospitals,  pre-hospital  care 
providers,  San  Francisco  Emergency 
Communications  administration  and  the  SFGH 
Trauma  Center.  The  findings  and  recommendations 
from  this  evaluation  corroborate  those  in  the  2001 
Trauma  Care  System  Plan,  and  those  related  to  air 
medical  access  are  summarized  below. 

Single  Designated  Trauma  Center 

San  Francisco  General  Hospital  is  the  sole  referral 
center  for  major  trauma  within  the  City.  Research 
in  trauma  surgery  and  injury  prevention,  and 
innovations  in  trauma  education  and  patient  care 
have  distinguished  SFGH  as  one  of  the  nation's 
leading  trauma  centers.  These  characteristics  and 
the  relatively  high  volume  of  trauma  patients  treated 
there,  qualify  SFGH  to  be  a  Level  I  Trauma  Center. 
As  such,  the  facility  meets  the  highest  standards 
promulgated  by  the  American  College  of  Surgeons 
and  the  State  of  California. 
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Fig.  2-1    Trauma  Air  Medical  Catchment  Areas 

Without  Proposed  SFGH  Helipad 
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Level  I  Trauma  Centers  (With  Helipad) 

^  SCVMC-Santa  Clara  Valley  Medical  Center 
SMC-Stanford  Medical  Center 
Level  I  Trauma  Centers  (Without  Helipad) 
+  SFGH-San  Francisco  General  Hospital 


Level  II  Trauma  Centers  (With  Helipad) 

EMC-Eden  Medical  Center 

• JMMC-John  Muir  Medical  Center 
SJMC-San  Jose  MEdical  Center 
SRMH-Santa  Rosa  Memorial  Hospital 


Level  II  Pediatric  Trauma  Centers  (With  Helipad)  Level  II  Trauma  Centers  (Without  Helipad) 
■  OCH-Oakland  Childrens  Hospital  X HGH-Highland  General  Hospital 
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Fig.  2-2    Trauma  Air  Medical  Catchment  Areas 

With  Proposed  SFGH  Helipad 


Level  I  Trauma  Centers  (With  Helipad) 

SCVMC-Santa  Clara  Valley  Medical  Center 
A  SMC-Stanford  Medical  Center 

SFGH-San  Francisco  General  Hospital 
Level  II  Pediatric  Trauma  Centers  (With  Helipad) 
■  OCH-Oakland  Childrens  Hospital 


Level  II  Trauma  Centers  (With  Helipad) 

EMC-Eden  Medical  Center 

• JMMC-John  Muir  Medical  Center 
SJMC-San  Jose  MEdical  Center 
SRMH-Santa  Rosa  Memorial  Hospital 
Level  II  Trauma  Centers  (Without  Helipad) 
XHGH-Highland  General  Hospital 
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SFGH  admits  approximately  1,200  trauma  patients 
per  year,  thus  meeting  the  volume  criterion  set  by  the 
State  of  California  for  Level  I  Trauma  Center 
designation.  Should  an  additional  trauma  center  exist 
in  San  Francisco,  this  yearly  volume  of  1,200  patients 
would  be  divided  between  two  trauma  centers.  Such 
an  arrangement  would  threaten  the  ability  of  SFGH  to 
retain  its  Level  I  designation.  A  minimum  volume  of 
patients  is  required  for  the  hospital  staff  to  retain 
superior  skills  in  patient  management,  to  sustain  a 
trauma  surgery  residency  program,  and  to  conduct 
trauma  research — all  of  which  are  requirements  for 
Level  I  designation. 

Capacity  Saturation 

While  this  patient  volume,  on  average,  is  sufficient  to 
support  the  maintenance  of  superior  provider  skills 
without  taxing  the  Trauma  Center's  service  capacity, 
there  are  occasions  when  the  single  Trauma  Center 
receives  multiple  unrelated  cases  in  a  short  time 
interval,  and  trauma  service  capacity  is  saturated.  On 
a  busy  weekend  night,  for  example,  multiple  (five  to 
seven)  critically  injured  patients  could  arrive  at  the 
trauma  center  within  a  short  period  of  time  (one  to 
four  hours). 

On  occasion,  this  can  and  does  employ  the  staff  and 
equipment  in  the  critical  trauma  treatment  areas  to  full 
capacity.  There  is  no  system  of  "back-up"  in  place  for 
the  single  trauma  center.  There  is  no  other 
designated  facility  in  San  Francisco  that  is  qualified  to 
care  for  severely  injured  patients.  While  the  UCSF 
Medical  Center  and  other  community  hospitals  have 
surgeons  and  operating  rooms,  the  specialized 
personnel,  equipment,  policies  and  procedures 
necessary  to  deliver  standard  trauma  care  are  not 
available  in  any  other  hospital  but  SFGH.  In  a  service 
area  of  over  one  million  population,  there  is  only  one 
Level  I  Trauma  Center,  and  no  Level  II.  Ill  or  IV 
designated  centers  available  for  back-up"  care  of 
major  injuries. 
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Environmental,  Geographical  and  Medical 
Transport  Constraints 

Local  and  national  standards  for  trauma  care 
mandate  that  patients  have  access  to  specialized 
trauma  treatment  services  within  one  hour  of  the 
injury.  Code  3  (lights  and  sirens)  ground  ambulance 
service  within  the  immediate  trauma  system  service 
area  currently  meets  this  standard  in  the  majority  of 
trauma  cases.  The  average  time  interval  from  initial 
call  to  Code  3  arrival  at  the  trauma  center  is  roughly 
thirty  minutes.22 

Emergency  medical  transportation  to  and  from  the 
trauma  center  is  limited  to  ground  transportation. 
Ground  routes  include  a  freeway  commute 
thoroughfare,  and  surface  streets  in  a  busy  urban 
neighborhood.  As  previously  described,  San 
Francisco  is  a  very  densely  populated  urban  region, 
bordered  on  three  sides  by  large  bodies  of  water. 
Access  and  egress  to  the  north  and  east  of  San 
Francisco  by  ground  transportation  is  limited  to  bridge 
routes  that  are  chronically  congested.23  Ground 
transportation  routes  to  the  south  are  more  varied,  yet 
these  are  also  increasingly  congested. 

As  noted  above,  a  public  safety  helipad  at  Hunters 
Point  Shipyard  is  available  on  an  emergency  basis, 
but  poor  access  conditions  and  additional  transport 
time  via  ground  to  the  trauma  center  adds  risk  to 
trauma  patients.  Non-trauma  critical  patients  are 
transported  to  other  specialty  care  hospitals  in  San 
Francisco  from  the  Hunters  Point  helipad,  from  a 
helipad  at  Seton  Medical  Center  in  Daly  City  and  from 
the  San  Francisco  International  airport.  Each  facility 
is  remote  from  destination  hospitals;  additionally, 


Corry,  M.  "Response  Interval  from  Call  to  Trauma  Center  Arrival." 
2003,  EMS  Section,  City  and  County  of  San  Francisco  Dept.  of  Public 
Health:  San  Francisco. 

Corry,  M.  "Annual  Report,  San  Francisco  Dept.  of  Public  Health, 
EMS  Section."  2002,  EMS  Section,  Dept.  of  Public  Health:  San 
Francisco,  p.  13. 

23  As  a  measure  of  urban  traffic  congestion,  the  Texas  Transportation 
Institute  examined  traffic  patterns  in  75  urban  areas  of  the  United 
States.  In  2000,  the  San  Francisco-Oakland  commute  ranked  second 
(after  Los  Angeles)  in  the  Travel  Rate  Index,  which  measures  the 
amount  of  additional  time  needed  to  make  a  trip  during  a  "normally 
congested"  peak  travel  period  rather  than  at  other  times  of  the  day. 
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Pediatric  Critical  Transfers: 

A  critically  injured  young  child  in  San 
Francisco  that  needs  specialty  care  at 
Oakland  Children's  Hospital  Trauma 
Center  must  be  transported  by 
ambulance  across  the  Bay  Bridge — an 
often-congested  ground  route.  The 
ground  travel  time  from  SFGH  to 
Children's  Hospital  (the  nearest 
designated  pediatric  trauma  center) 
ranges  from  25  to  50  minutes  or  more 
depending  on  traffic  conditions.  An 
EMS  helicopter  flight  from  SFGH  to 
Children's  Hospital  is  8  minutes. 


weather  patterns  (fog  at  SFO  and  Seton),  air  traffic 
patterns  (at  SFO)  and  poor  lighting  and  road 
conditions  (Hunters  Point)  further  complicate  air 
medical  transport  from  these  locations. 

Multiple  Casualty  Incident  Risk — Natural  and 
Geopolitical 

As  one  of  the  highest-density,  most  earthquake-prone 
regions  in  the  world,  San  Francisco  is  vulnerable  to  a 
wide  range  of  small  and  large-scale  multiple  casualty 
incidents.  These  include  traumatic  incidents  common 
to  urban  environments  such  as  airplane,  mass  transit 
and  freeway  crashes,  school  violence,  and  terrorist 
acts.  Since  September  1 1 ,  2001 ,  the  nation  has  been 
on  alert  for  further  terrorist  activity  and  San  Francisco 
landmarks  have  frequently  been  listed  as  targets. 
San  Franciscans  are  also  very  familiar  with  the 
threats  of  natural  disasters  such  as  earthquakes  and 
fires. 

Pediatric  Trauma 

Another  vulnerability  of  the  trauma  system  in  San 
Francisco  stems  from  the  fact  that  the  pediatric 
population  is  proportionately  small.  The  annual 
pediatric  trauma  volume  at  the  Trauma  Center  is  not 
large  enough  to  allow  the  accumulation  of  sufficient 
experience  to  be  able  to  consistently  provide  a  high 
level  of  care  to  very  young  victims  of  critical  injury. 
For  example,  a  three-month-old  infant  with  crush 
injuries  to  the  head  and  chest  requires  a  higher  level 
of  expertise  from  multiple  trauma  care  providers  than 
does  an  eight-year-old  with  a  single  injury  to  the 
spleen.  The  younger,  more  severely  injured  patients 
(roughly  two  to  four  per  year  at  SFGH)  require  a 
higher  level  of  trauma  care  in  a  designated  pediatric 
trauma  center. 

Oakland  Children's  Hospital  is  a  designated  Level  II 
Pediatric  Trauma  Center  in  Alameda  County.  It 
serves  as  a  Bay  Area  and  Northern  California 
pediatric  trauma  referral  center.  The  helicopter  flight 
time  interval  from  SFGH  to  Oakland  Children's  is  8 
minutes.  Lucille  Packard  Children's  (LPC)  Hospital  at 
Stanford  University  Medical  Center  is  also  a  regional 
pediatric  referral  center.  Though  Stanford  University 
Hospital  is  a  verified  Level  I  Trauma  Center,  LPC 
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does  not  have  separate  verification/designation  status 
as  a  pediatric  trauma  center.  Flight  time  interval  from 
SFGH  to  LPC  is  12  minutes. 


Letter  of  Thanks  to  CALSTAR: 

"...Trevor  had  fallen  35-40  (nearly 
vertical)  feet  from  a  smooth  rock 
ledge  above  and  had  come  to  rest 
about  66  feet  from  where  he  fell.  It 
was  very  late  in  the  afternoon  and  he 
had  suffered  severe  trauma.  We  were 
unsure  of  his  injuries  but  were 
preparing  for  the  realization  that  we 
would  probably  be  spending  a  very 
long  night  on  a  steep  rock  slope. 

Through  incredible  quick  action  your 
helicopter  was  able  to  find  our 
location  and  navigate  into  position 
where  (the  paramedics)  were  able  to 
descend,  evaluate  Trevor,  strap  him 
into  a  basket  and  fly  him  away  to  an 
awaiting  med-evac  helicopter. . ." 

Thomas  Hagen 
September  2,  2002 


San  Francisco  Off-shore  Rescues  and  the 
Neighboring  Region 

There  are  dozens  of  occasions  every  year  when  San 
Francisco  citizens  and  visitors  require  rescue  from  the 
cliffs  or  surf  offshore,  or  from  neighboring  islands  (the 
Farrallons/Alcatraz/Angel  Island).  The  National  Park 
Service  alone  reports  12  deaths  a  year  in  their  San 
Francisco  based  operations.24  These  include  parts  of 
Marin  and  San  Mateo  Counties.  An  additional  8  injury 
survivors  were  airlifted  from  the  Golden  Gate  National 
Recreation  Area  in  San  Francisco  and  southern  Marin 
last  year  (see  Appendix  B),  and  flown  to  regional 
trauma  centers.  Five  of  these  eight  trauma  patients 
were  San  Francisco  residents.  The  San  Francisco 
Fire  Department  station  near  the  western  shore 
(Lands  End)  reports  that  they  responded  to  13  cliff 
rescue  incidents  and  14  surf  incidents  in  the  year 
2000.25  The  Santa  Clara  County  EMS  Agency  reports 
an  average  of  3  patients  per  year  must  be  flown  from 
San  Francisco  County  to  a  Trauma  Center  in  Santa 
Clara  County.26  San  Francisco  residents  make  up  4 
percent  of  Stanford  Medical  Center's  annual  trauma 
air  transports — that  is,  on  average,  four  San 
Francisco  residents  per  year  are  taken  by  air  to  this 
Santa  Clara  County  facility.27  These  helicopter  flights 
are  from  offshore,  island,  or  water  rescues  in  San 
Francisco  or  southern  Marin  County. 

On  a  regional  basis,  San  Francisco  General  Hospital 
is  the  closest  Level  I  Trauma  Center  for  northern  San 
Mateo  County,  Contra  Costa  County,  the  northern 
San  Francisco  Bay  region  and  the  remote  coastal 
regions  of  Mendocino  County.  Limited  air  access  to 
SFGH  however,  has  resulted  in  reliance  on  other, 
more  distant  Level  I  Centers  in  Palo  Alto  (Stanford 


24  San  Francisco  Police  Sergeant  Dan  Linehan,  F.O.B.,  "San  Francisco 
Offshore/Cliff  Rescue  Operations."  2001. 

25  Ibid. 

26  Ho,  C.  "Annual  Helicopter  Transports."  2002,  Santa  Clara  County 
EMS  Agency:  Santa  Clara. 

27  Panem,  M.  "Air  Transport  Report— San  Francisco  County."  2003, 
Stanford  University  Medical  Center:  Stanford,  California 

2-1 8  San  Francisco  General  Hospital  Air  Medical  Access  Needs  and  Feasibility  Study 


Gerson/Overstreet  Architects 


Chapter  2     Purpose  and  Need 


Medical  Center),  and  Sacramento  (UC  Davis  Medical 
Center). 

Trauma  System  Needs  Related  to  Air  Medical 
Access 

Consistently  Available  Trauma  Resources 

There  is  a  lack  of  resources  that  will  guarantee 
optimal  care  of  victims  of  major  injuries  in  the  event 
that  San  Francisco  General  Hospital  becomes 
incapacitated,  or  saturated  with  critical  patients. 
Similarly,  the  trauma  system  lacks  the  resources  for 
ensuring  that  in  the  event  of  a  multiple-casualty 
incident,  patients  will  be  transported  to  the 
appropriate  facilities  in  an  optimal  manner.  During 
such  an  event  some  patients  will  not  have  access  to  a 
trauma  center.  In  the  event  of  SFGH  incapacity  due 
to  an  unforeseen  circumstance,  major  trauma  victims 
in  San  Francisco  do  not  have  timely  access  to 
another  trauma  center. 

Comprehensive  Pediatric  Trauma  Care 

There  is  a  lack  of  resources  that  will  ensure  the 
optimum  care  of  critically  injured  very  young  children 
and  infants  within  the  City  and  County  of  San 
Francisco.  In  the  event  of  major  pediatric  injury 
exceeding  the  capacity  of  SFGH,  such  patients  do  not 
have  expeditious  access  to  a  designated  pediatric 
trauma  center. 

Timely  Access  to  Advanced  Trauma  Care  and 
Improved  Patient  Transport 

There  is  a  lack  of  resources  to  ensure  that  all 
residents  and  visitors  in  San  Francisco  and 
surrounding  regions  have  time-critical  access  to  the 
most  proximal  Level  I  trauma  services  in  the  area. 
The  following  vulnerabilities  have  been  identified  by 
trauma  and  EMS  professionals  as  having  a  profound 
effect  on  the  San  Francisco  trauma  system  of  care: 

•  the  isolating  geography 

•  increasing  traffic  congestion 

•  population  density 


San  Francisco  General  Hospital  Air  Medical  Access  Needs  and  Feasibility  Study 


2-19 


Chapter  2    Purpose  and  Need 


Gerson/Overstreet  Architects 


The  following  are  excerpted 
from  meeting  minutes  of  the 
Citizen's  Heliport  Study 
Committee  from  1985-1986: 

"Emergency  medical  trans- 
port is  a  legitimate  issue  that 
deserves  proper  con- 
sideration. " 

Father  Peter  Sammon,  Potrero  Hill 
Heliport  Committee  representative 

"Potrero  Hill  might  not  have  a 
significant  problem  with 
helicopter  use  at  General 
Hospital... life  and  death  is 
different  than  moving  bank 
checks. " 

Peter  Furth,  Potrero  Hill 
Helicopter  Committee 
representative 

"Time  marches  on.  The 
need  for  medical  and  emer- 
gency uses  for  a  helicopter 
are  clear. " 

John  Kirby-Miller,  Chamber  of 
Commerce 


•  the  mounting  potential  for  delayed 
transport 

•  vulnerabilities  to  earthquakes 

•  mass  casualty  events 

•  terrorism 

•  trauma  center  capacity  disruption  or 
saturation 

•  the  lack  of  definitive  advanced 
pediatric  trauma  care 

•  limited  access  to  expeditious 
pediatric  trauma  center  transfers, 
and 

•  lack  of  consistent  expeditious  access 
to  the  Level  I  Center  from  remote 
areas. 

In  light  of  these  vulnerabilities  to  the  San  Francisco 
trauma  system,  there  is  a  need  to  evaluate 
alternatives  to  ground  transportation  for  critical  trauma 
patients  in  San  Francisco  and  its  neighboring  regions. 

Previous  Air  Medical  Access  Studies  in  San 
Francisco 

Medical  Use  vs.  Commercial  Use 

While  considerable  effort  and  discussion  have  been 
devoted  to  the  subject  of  helicopter  utilization  in  San 
Francisco  over  the  past  thirty  years,  distinctions 
between  the  various  purposes  for  helicopter  use  are 
sometimes  blurred.  From  1985  to  1990,  while  local 
community  leaders  and  a  "Heliport  Supporters"  group 
were  examining  the  pros  and  cons  of  helicopter  use  in 
San  Francisco,  neighborhood  concerns  included 
noise  and  safety  issues  and  uses  for  commercial 
purposes.  However,  the  Mayor's  appointed  "Citizen's 
Heliport  Study  Committee"  was  unanimous  in  its 
support  for  the  emergency  medical  use  of 
helicopters.28 

The  Vertiport  Study 

In  1988,  the  San  Francisco  Port  Commission  received 
funding  from  the  Federal  Aviation  Administration 


Swartzell,  A.  "Timeline  of  Events:  a  Historical  Perspective  on 
Helicopter  Use  in  San  Francisco."  2001. 
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(FAA)  to  investigate  the  needs  and  feasibility  of  a 
public  use  "Vertiport"  in  San  Francisco.  A  San 
Francisco  Chamber  of  Commerce  status  report  of  the 
Vertiport  Study  in  198929  referenced  the  advisory 
committee  for  this  study,  and  indicated  "almost 
unanimous  agreement  on  the  crucial  medical  services 
of  helicopters..." 

The  Vertiport  Study  found  needs  for  both  medical  and 
commercial  air  access  site  development  in  San 
Francisco,  and  recommendations  for  these  were 
forwarded  to  the  Board  of  Supervisors.  No  further 
action  was  taken,  however,  because  of  opposition  to 
the  development  of  commercial  landing  sites,  serving 
banking  and  the  tourist  industry.  The  Port 
Commission  elected  to  discontinue  the  Vertiport  study 
in  1990,  and  recommended  that  remaining  funds  be 
transferred  to  another  "appropriate  agency"  in  San 
Francisco.  The  EMS  agency  requested  these 
remaining  funds  from  the  FAA  so  that  an  investigation 
of  needs  and  feasibility  for  EMS  helipads  could  be 
continued.  The  FAA  denied  funding  appropriation  to 
the  EMS  agency  because  the  EMS  system  jurisdiction 
isn't  broad  enough.  The  FAA  funds  were  to  support 
general  use  development  (i.e.,  public  use),  not  just 
EMS  use. 

The  McKesson  Report 

A  decade  prior  to  the  "Vertiport  Study"  conducted  by 
the  Port  Commission,  a  privately  funded  study  was 
conducted  to  examine  the  feasibility  of  developing  a 
Bay  Area  "air  ambulance  system".  An  extensive 
examination  of  regional  demographics  and 
emergency  healthcare  utilization  patterns  was  used  to 
project  the  viability  of  an  air  ambulance  service  for  the 
Bay  Area,  which  would  serve  trauma  and  critically  ill 
patients.  This  study  was  conducted  in  the  eahy 
1980s,  prior  to  the  era  of  healthcare  reform,  when 
there  was  fierce  competition  among  hospitals  to 
generate  and  expand  specialty  care  programs  and  fill 
an  abundance  of  empty  hospital  beds.  The  results 
of  the  study  launched  "CALSTAR" — a  nonprofit  air 


:9  Hayden,  B..  "Heliport  Report."  1989,  San  Francisco  Chamber  of 
Commerce:  San  Francisco. 

"°  Dobrin,  R.  "Perspective  on  a  Helicopter  Air  Ambulance  System  for 
Northern  California"  1983.  Foremost-McKesson:  San  Francisco. 
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ambulance  company  based  in  the  East  Bay  that 
continues  to  serve  the  Bay  Area  and  Northern 
California  region.  While  the  "McKesson  Report" 
proposed  air  ambulance  services  for  San  Francisco,  it 
did  not  specifically  examine  the  feasibility  of  helipad 
development  for  hospitals.  It  recommended 
"proximate  access"  from  a  helipad  to  a  hospital  for 
trauma  patients,  but  listed  remote  landing  sites  for 
transportation  of  non-trauma  patients.31 

Findings  and  Conclusions 

This  report,  directed  by  the  San  Francisco  Health 
Commission,  is  the  first  to  be  conducted  solely  to 
investigate  the  need  for  and  feasibility  of  constructing 
a  medical  helipad  at  San  Francisco  General  Hospital. 
The  existing  situation  in  San  Francisco  where  no 
medical  air  access  is  available  to  either  the  sole  Level 
I  Trauma  Center  or  any  other  medical  centers  in  the 
City  is  largely  unprecedented.  A  recent  survey  of  the 
25  largest  cities  in  the  United  States  found  that  only 
one  city  failed  to  provide  direct  helicopter  access  to 
any  of  their  hospitals:  San  Francisco. 

Despite  being  one  of  the  highest  density,  most 
earthquake  prone  urban  areas  in  the  United  States, 
San  Francisco  would  appear  to  fall  below  the  national 
standard  for  urban  medical  care  and  public  safety  in 
the  provision  of  medical  air  access  to  its  trauma 
center,  its  university  medical  center,  and  the  specialty 
services  of  community  hospitals.  In  light  of  the 
current  trauma  system  vulnerabilities,  there  is  a 
growing  need  to  seriously  evaluate  alternatives  to 
ground  transportation  that  will  help  ensure  consistent, 
expedient  access  to  trauma  care. 

The  next  chapter  of  this  report  discusses  the  benefits 
of  air  medical  access  to  SFGH  to  the  City  and  County 
of  San  Francisco,  and  to  the  people  of  the  City. 
These  benefits  include  the  fact  that  the  rapid,  safe 


31  Dobrin,  R.  "CALSTAR:  Regional  Helicopter  Air  Ambulance  System 
for  the  San  Francisco  Bay  Area:  The  Development  Phase.'"  1984, 
CALSTAR:  San  Francisco,  p.  23-27. 

32  Helicopter  Association  International  (HAI),  "EMS  Heliport 
Directory."  1998,  Alexandria,  VA. 

University  of  Southern  California,  "Population,  Land  Area,  and 
Density  for  the  20  Largest  Cities:  1990 T  2001,  Department  of 
Geography.  http://wvvW.usc.edu/dept/geogTaphy/geogl00/199020.html 
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transport  of  severely  injured  patients  directly  to 
definitive  treatment  has  been  demonstrated  in  a 
number  of  preventable  trauma  mortality  studies.33 
These  benefits  include  the  mitigation  of  the  Trauma 
Care  System  vulnerabilities,  and  financial  support  of 
the  trauma  center.  Helicopters  provide  rapid, 
advanced  medical  transportation  in  an  urban  region 
where  traffic  congestion,  population  density  and 
infrastructure  failure  (inaccessible  roads/bridges)  can 
preclude  timely  arrival  at  a  Trauma  Center  via  ground 
routes. 


33  Trunkey,  et  al.  1991.  Cales.  1984.  Campbell,  et  al.  1989.  Kreiv  fk 
al.  1989.  Kreis.  etal.  1986.  Shackford,  et  al.  1 986  Thoburn,  et  al. 
1993.  West,  J..  Trunkey.  D.D..  Lira  R.C.  "Systems  of  Trauma  Care:  a 
Study  of  Two  Counties.  "  Archives  of  Surgery.  1979.  1 14:  p.  455-460. 
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BENEFITS  OF  AIR  MEDICAL 
ACCESS 

This  chapter  contains  a  review  of  the  research  and  stud- 
ies that  have  been  conducted  over  the  years  in  an  effort 
to  define  the  benefits  of  utilizing  helicopters  for  rapid  air 
medical  transport.  It  provides  a  discussion  on  how  heli- 
copter emergency  medical  services  operate  as  an  inte- 
gral part  of  a  trauma  system  by  speeding  expert  medical 
care  to  the  victim,  thereby  reducing  mortality,  and  improv- 
ing outcome.  This  chapter  will  also  discuss  the  benefits  of 
air  medical  access  to  the  people  of  San  Francisco  and 
the  greater  Bay  Area  region. 

Introduction 

Because  injury  causes  sudden  changes  in  body  systems 
and  functions,  often  as  a  result  of  internal  bleeding  that 
can  be  stopped  by  surgery,  trauma  survival  is  considered 
to  be  time  dependent,  demanding  immediate  and  appro- 
priate treatment.  Emergency  care  specialists  refer  to 
the  "Golden  Hour"  following  a  traumatic  incident  as 
that  time  within  which  half  of  all  deaths  occur  For  the 
trauma  victim,  the  goal  is  to  receive  a  high  level  of  defini- 
tive care  in  a  critically  short  period  of  time  It  makes 
sense  to  combine  the  "Golden  Hour"  of  trauma  with  the 
ability  to  stabilize  and  maintain  the  victim  on  a  portable 
life  support  system  during  a  helicopter  trip  back  to  the  ter- 
tiary center  for  definitive  treatment.1 

A  helicopter  is  neither  a  medical  nor  a  therapeutic  device. 
Helicopter  emergency  medical  service  (HEMS)  provides 
rapid  delivery  of  advanced  medical  treatment  to  a  quali- 
fied group  of  critically  ill  and  injured  patients  and  de- 
creases out  of  hospital  time.  A  fundamental  premise  of 
the  emergency  care  system  is  that  the  time  from  injury  to 
advanced  treatment  is  a  crucial  factor  in  determining  the 


Baxt,  W.G.,  Moody,  P.  "The  Impact  of  Rotorcraft  Aeromedical  Emer- 
gency Care  Serv  ices  on  Trauma  Mortality :"  JAMA.  1983;249:3047-51. 
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clinical  outcomes.2  The  centralization  of  critical  care  ser- 
vices in  regional  tertiary  care  centers  requires  a  means  of 
getting  the  seriously  ill  and  injured  to  definitive  care  rap- 
idly and  effectively  in  order  to  decrease  patient  morbidity 
and  mortality. 

Helicopter  EMS  is  an  integral  part  of  a  regional  trauma 
care  system.  The  comprehensive  on-site  surgical  ser- 
vices at  a  medical  center  are  effective  in  decreasing  mor- 
tality and  improving  outcomes  if  there  is  an  effective 
means  of  delivering  the  patient  to  the  trauma  center.3 
Samplais  supported  the  effectiveness  of  regionalized 
trauma  care  in  a  study,4  which  showed  that  treatment  at  a 
Level  I  facility  was  associated  with  38  percent  reduction 
in  the  odds  of  dying.  A  study  in  the  U.K.  illustrated  that 
the  survival  benefit  in  patients  with  low  probability  of  sur- 
vival was  due  to  some  combination  of  the  HEMS  trans- 
port as  well  as  the  receiving  hospital.5 

General  Benefits  of  HEMS 

The  helicopter  helps  focus  on  the  solution  embodied  in 
rapid  transport.  It  can  travel  in  a  straight  line  at  a  little  bet- 
ter than  2  miles  per  minute  and  cover  a  wider  geographi- 
cal area  than  a  ground  ambulance.  The  helicopter  can 
surmount  geographical  barriers  such  as  distance,  moun- 
tains or  trees  to  rescue  someone  in  an  otherwise  inac- 
cessible area.  Studies  support  the  common-sense  idea 
that  HEMS  may  offer  benefit  for  trauma  patients  caught 
in  such  circumstances.6 


2  Bledsoe,  Bryan  E.,  et  al.  Paramedic  Emergency  Care.  1994  Ch.  19,  567- 
68,  2nd  Ed. 

Champion,  Howard  R.  "Helicopters  in  Emergency  Trauma  Care."  JAMA. 
1983;249:3074. 

3  Bonnie,  R  .  et  al.  "Committee  on  Injury  Prevention  and  Control,  Reduc- 
ing the  Burden  of  Injury:  Advancing  Prevention  and  Treatment,"  Trauma 
Care  1998;  ch.6,138-177,139 

4  Samplais,  J.S.,  Lavoie,  A.,  Williams,  J.L.,  Mulder,  D.S.,  et  al.  "Impact 
of  On-Site  Care,  Prehospital  Time,  and  Level  of  In-Hospital  Care  on  Sur- 
vival in  Severely  Injured  Patients"  Journal  of  Trauma.  1993  Feb;34(2):252- 
61 

5  Younge,  P.A.,  Coats,  T.J.,  Gurney,  D.,  Kirk.  C.J.C.  "Interpretation  of 
the  Ws  Static:  Application  to  an  Integrated  Trauma  System"  Journal  of 
Trauma.  1997;43:511-515. 

6  Malacrida,  R.L.,  Anselmi,  L.C.,  Genoni,  M.,  Bogen,  M.,  Suter,  P.M. 
"Helicopter  Mountain  Rescue  of  Patients  with  Head  Injury  and/or  Multiple 
Injuries  in  Southern  Switzerland  1980-1990."  Injury,  1993;24:451-3. 


San  Francisco  General  Hospital  Air  Medical  Access  Needs  and  Feasibility  Study 


3-2 


BENEFITS  OF  AIR  MEDICAL  TRANSPORT    CHAPTER  3 


Helicopters  are  equally  as  effective  in  overflying  man 
made  geographical  barriers  such  as  crowded  bridges, 
traffic  jams  in  tunnels,  or  twisting  narrow  roads.  The  en- 
virons of  San  Francisco  are  a  unique  combination  of  ur- 
ban, suburban  and  rural.  A  city  dweller  on  a  Sunday 
drive  can  go  from  metropolitan  San  Francisco  to  the  sce- 
nic and  dangerous  curves  of  Highway  1  where  if  an  acci- 
dent occurred  it  is  difficult  to  advance  by  ground  ambu- 
lance. Timely  access  by  ground  ambulance  to  the  high- 
est level  of  care  may  also  be  stalled  because  of  traffic 
congestion  in  the  inner  city.  Even  though  the  distance 
may  be  only  a  few  miles,  it  is  faster  to  fly  the  victim  from 
an  accident  in  Bonita  Cove  to  SFGH  than  to  cross  the 
Golden  Gate  Bridge  with  a  ground  ambulance  during 
rush  hour. 

Some  of  the  studies  contradict  each  other  with  regards  to 
the  usefulness  of  air  medical  transport  in  an  urban  envi- 
ronment where  accidents  happen  nearer  to  a  tertiary  care 
hospital  and  advance  life  support  response  time  is  short 
8  9  0  However,  in  a  study  by  Nardi11  the  HEMS  program 
proved  to  be  the  most  efficient  means  to  get  advanced 
care  to  patients.  HEMS  crew  scene  stabilization  and 
transport  were  associated  with  a  threefold  reduction  in 
mortality  as  compared  with  ground  transport.  Mortality 
was  significantly  lower  in  the  HEMS  group  (12  percent) 
than  in  the  two  ground  transport  groups  (38  percent  and 
32  percent).12 

The  value  in  having  helicopter  access  to  SFGH  is  the 
ability  to  transport  the  trauma  victim  from  a  scene  acci- 
dent in  an  outlying  area  or  traffic  congested  suburb  to  a 
tertiary  care  facility.  The  value  of  the  helicopter  over 
ground  transport  increases  with  the  time  saved  in  moving 


7  Fischer,  R.P.,  Flynn,  T.C.,  Miller,  P.W..  Duke.  J.H.  "Urban  Helicopter 
Response  to  the  Scene  of  the  Injury."  J.  Trauma.  1 984;24:946-5 1 . 

8  Schiller.  W.R..  Knox,  R..  Zinnecker.  H.,  et  al.  "Effects  of  Helicopter 
Transport  of  Trauma  Victims  on  Survival  in  an  Urban  Trauma  Center  " 
J.Trauma.  1988:28:1127-34. 

9  Cocanour,  C.S.,  Fiscer,  R.P.,  Urisc,  CM.  "Are  Scene  Flights  for  Pene- 
trating Trauma  Justified)"  J.  Trauma.  1997;43:83-6. 

10  Shatney,  C.H.,  Homam  S.J..  Sherck.  J.P..  Ho.  C.C.  "The  Utilm  of  Heli- 
copter Transport  of  Trauma  Patients  from  the  Injury  Scene  in  an  Urban 
Trauma  System."  J.  Trauma.  2002;53:817-22. 

11  Nardi,  G.,  Massarutti.  D..  Muzzi.  R..  et  al  "Impact  of  Emergency  Medi- 
cal Helicopter  Sen  ice  on  Mortality  for  Trauma  in  Sorth-East  Italy  A  Re- 
gional Prospective  Audit."  European  Journal  of  Emergency  Medicine 
1994;1:69-77. 

12  Ibid. 


San  Francisco  General  Hospital  Air  Medical  Access  Needs  and  Feasibility  Study 


3-3 


BENEFITS  OF  AIR  MEDICAL  TRANSPORT    CHAPTER  3 


the  patient  from  point  A  to  point  B  and  the  higher  stan- 
dard of  care  provided  at  the  scene  and  enroute. 

Trauma  Transport 

HEMS  transport  of  a  trauma  victim  may  be  from  the 
scene  of  the  accident,  or  from  a  community  hospital  to  a 
tertiary  care  facility.  When  an  emergency  team  examines 
a  victim  at  an  accident  site,  they  may  use  a  trauma  scor- 
ing system  (TS)  that  assigns  a  value  between  one  and  16 
to  the  victim's  condition.  Conditions  that  imply  a  threat  to 
survival  include:  coma,  systolic  blood  pressure  lower  than 
90  for  two  or  more  readings,  respiratory  rate  lower  than 
nine  or  higher  than  36  per  minute,  pulse  rate  lower  than 
60  or  higher  than  100  per  minute,  severe  chest  pain, 
crushed  chest  or  pelvis,  multiple  organ  system  injuries, 
amputation  of  a  leg  or  arm,  severe  facial  injuries  involving 
the  victim's  airway  and  severe  vaginal  bleeding.  More  of- 
ten than  not,  these  conditions  associated  with  trauma  oc- 
cur in  combination.  A  trauma  score  (TS)  lower  than  12 
(83  percent  probability  of  survival)  or  a  Glasgow  Coma 
score  lower  than  9  (severe  brain  injury)  indicate  a  de- 
creased likelihood  of  survival.  Time  is  of  the  essence.  A 
victim  in  such  circumstances  needs  expert  trauma  care 
without  delay. 

Scene  Transport  Studies 

One  of  the  most  often  quoted  and  ground  breaking  stud- 
ies to  evaluate  the  impact  of  air  medical  transport  on  re- 
ducing trauma  mortality  was  written  two  decades  ago  by 
Baxt  and  Moody.13  Their  early  conclusions  still  hold  true. 
They  examined  the  outcome  of  300  patients  using  injury 
severity  scores  to  predict  mortality.  They  compared  a 
number  of  trauma  patients  who  were  treated  at  the  scene 
of  the  accident  and  transported  to  a  trauma  center  by 
traditional  ground  ambulance  with  the  same  number  of 
trauma  patients  also  treated  at  the  scene  but  transported 
to  the  same  hospital  by  air  ambulance.  The  outcome  of 
their  research  showed  that  the  helicopter  transported  pa- 
tients had  a  52  percent  reduction  in  predicted  mortality. 
The  authors  concluded  that  the  reduction  in  mortality  for 
these  patients  was  due  to  the  ability  of  a  helicopter  to  de- 
liver the  skilled  medical  crew  to  the  patient  at  the  scene 
of  the  accident.14 


13  Baxtetal.  1983  Op  cit. 

14  Ibid. 
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The  integration  of  air  medical  transport  with  a  sophisti- 
cated trauma  care  system  has  decreased  the  mortality 
and  morbidity  of  the  critically  injured  scene  patient.15  Baxt 
and  Moody,  in  two  more  separate  studies  reviewed  the 
patient  transport  mode  and  how  it  played  a  part  in  patient 
care.  In  their  1985  study,  they  found  a  21  percent  reduc- 
tion in  expected  mortality  using  the  TRISS  scoring  sys- 
tem for  blunt  trauma  patients  associated  with  HEMS 
scene  transport.16  Their  1987  study  analyzed  patient 
scene  transport  data  from  ALS  ground  ambulance  and 
helicopter  transport  services.  Both  mortality  data  and 
morbidity  evaluations  (represented  by  Glasgow  Outcome 
Scores)  were  examined  for  severely  brain-injured  pa- 
tients. They  compared  predicted  versus  actual  outcome 
data.  The  HEMS  patients  had  significantly  lower  than 
predicted  mortality  by  9  percent.  This  study  was  also  one 
of  the  few  to  examine  morbidity  outcome  that  is  the  ex- 
tent of  the  injury.  The  results  showed  the  HEMS  patients 
to  have  significant  improvement  in  the  Glasgow  Outcome 
Scores,  a  lower  morbidity  score,  than  the  ground- 
transported  group.17 

The  current  literature  support  Baxt  and  Moody's  conclu- 
sion that  there  is  a  reduction  in  trauma  mortality  for  those 
transported  by  air  either  from  a  scene  or  from  an  outlying 
community  hospital  to  a  tertiary  care  facility.  The  devel- 
opment of  the  civil  helicopter  ambulance  program  as  a 
component  of  the  tertiary  care  system  is  confirmed  in 
numerous  research  papers.18  19  2  Such  variables  as 
the  relative  contribution  of  pre-hospital  time,  delays  in  ac- 
cessing the  helicopter,  mean  times  from  injury  to  arrival 


1  Baxt,  W.G.,  Moody,  P.  "The  Impact  of  Advanced  Prehospital  Emerg, 
Care  on  the  Mortality'  of  Severely  Brain-m/ured  Patients.  "  J  Trauma  1987; 
27:365-9. 

16  Baxt,  W.G.,  Moody,  P..  Cleveland,  H.C..  et  al.  "Hospital -based  Rotor- 
craft  Aeromedical  Emergency  Care  Services  and  Trauma  Mortality:  a  Mul- 
ticenter  Approach."  Ann.  Emerg  Med  1 9S5 . 1 4  S  5<)-M 

17  Baxtetal.  1987,  Opcit. 

18  Moylan,  J. A.  "Impact  of  Helicopters  on  Trauma  Care  and  Clinical  Re- 
sults." Ann.  Surg.,  1988  Dec;  208(6):673-8 

19  Schwartz,  R.J.,  Jacobs,  L.M.,  Juda.  R.J.  "A  Comparison  of  Ground 
Paramedics  and  Aeromedical  Treatment  of  Severe  Blunt  Trauma  Patients" 
Conn.  Med.  1990;54:660-2 

"°  Schmidt,  U..  Frame.  S  B.,  Nerhch.  M  L,  et  al.  "On  Scene  Helicopter 
Transport  of  Patients  with  Multiple  Injuries-Comparison  of  a  German  and 
an  American  System."  J.  Trauma  1992:33:548-55 

21  Celli,  P.,  Fruin,  A..  Cervoni.  L.  "Severe  Head  Trauma-Review  of  the  Fac- 
tors Influencing  the  Prognosis  "  Minerv  Chir  1997;52: 1467-80 
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at  the  trauma  center,  survival  rating  of  the  patient,  as  well 
as  transport  mode,  were  all  taken  into  consideration. 
HEMS  patients  had  significantly  lower  mortality  than  ALS 
ground  transported  patients  (20  percent  vs.  54  percent).22 

Other  studies  over  the  years  comparing  blunt  trauma 
outcome  for  scene  patients  transported  by  air  medical 
services  with  ground  transport  have  found  a  reduction  in 
expected  mortality  as  high  as  50  percent23  24  and  that 
rapid  air  transport  has  a  positive  effect  on  the  outcome  of 
severely  injured  patients.  25 

Interfacility  Transfer  Studies 

An  accident  victim  may  be  initially  taken  by  ground  ambu- 
lance to  the  nearest  community  hospital  for  stabilization  if 
the  nearest  Level  1  is  not  easily  accessible  because  of 
time  or  distance  constraints.  Unfortunately,  the  injury 
may  be  beyond  the  scope  of  practice  for  the  hospital 
staff.  Some  studies  have  examined  the  reduction  in  mor- 
tality associated  with  the  transfer  of  the  patient  to  a 
higher  level  of  care  facility  after  stabilization.  Others  have 
tried  to  determine  whether  there  is  an  effect  on  the  out- 
come of  patients  who  were  transported  directly  to  a  Level 
I  tertiary  trauma  center  compared  with  those  who  were 
transferred  after  being  first  transported  to  less  specialized 
hospitals. 

Transfer  from  Referring  Hospital  to  Trauma  Center. 

Boyd  performed  a  comprehensive  study  in  1989  26  that 
associated  a  significant  mortality  reduction  of  24  percent 
for  patients  who  were  air  transported  from  community 
hospitals  to  higher  level  of  care  facilities  as  compared  to 
those  who  were  ground  transported.  This  was  for  blunt 


Bartolacci  RA,  Munford  BJ,  Lee  A,  McDougall  PA.  "Air  Medical  Scene 
Response  to  Blunt  Trauma:  Effect  on  Early  Survival"  Med  J  Aust. 
1998;169:612-6. 

24  Thomas  SH,  Harrison  TH,  Buras  WR  et  al.  "Helicopter  Transport  and 
Blunt  Trauma  Mortality:  a  Multicenter  Trial"  J  Trauma  2002 
Jan;52(l):  136-45 

25  Kerr  WA,  Kerns  TJ,  Bissell  RA.  "Differences  in  Mortality  Rates  Among 
Trauma  Patients  Transported  by  Helicopter  and  Ambulance  in  Maryland." 
Prehospital  Disaster  Med.  1999  Jul-Sept;  14(3):159-64 

26  Boyd  CR,  Corse  KM,  Campbell  RC  "Emergency  Inter-hospital  Transport 
of  the  Major  Trauma  Patient:  Air  Versus  Ground."  J  Trauma.  1989;29:789- 
94 
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trauma  patients  with  survival  probability  of  less  than  90 
percent  as  predicted  by  TRISS. 

The  patient  is  exposed  to  increased  risk  with  longer  dura- 
tion of  transport  outside  the  hospital  either  by  ground 
ambulance,  helicopter  or  fixed  wing  mode  of  transporta- 
tion. In  the  Boyd  study,  there  was  an  average  of  1-hour 
difference  from  patient  arrival  time  at  the  referring  hospi- 
tal emergency  department  to  arrival  at  the  destination 
trauma  center.27  The  transfer  by  helicopter  reduced  the 
time  outside  the  hospital  environment  by  1  hour. 

Transfer  from  Scene  Accident  to  Trauma  Center.  Results  from 
several  studies  have  shown  that  transportation  of  se- 
verely injured  patients  from  the  scene  accident  directly  to 
Level  I  trauma  centers  is  associated  with  reduction  in 
mortality  and  morbidity.  When  Sampalis  analyzed  the 
death  rate  in  the  ER,  and  after  admission;  hospital  length 
of  stay  and  duration  of  treatment  in  an  intensive  care  unit, 
the  results  revealed  that  when  compared  with  direct 
transport  patients,  transferred  patients  were  at  increased 
risk  for  overall  mortality  (direct,  4.8  percent  vs.  transfer. 
8.9  percent).28  Transfer  patients  did  not  get  well  as  fast 
as  indicated  by  the  significantly  longer  time  spent  in  the 
hospital  and  the  ICU  (mean  length  of  stay-  transfer,  16 
days  vs.  direct  13.2  days).29  While  there  was  no  eco- 
nomic data  included  in  the  study,  it  could  be  assumed 
that  faster  recovery  time  would  translate  to  a  reduction  in 
health  care  expenditures. 

Other  studies  are  in  support  of  this  conclusion  that  health 
care  resources  are  optimized  when  trauma  patients  were 
transported  directly  from  scenes  to  receiving  trauma  cen- 
ter by  either  air  or  ground.  A  further  analysis  shows  that 
HEMS  transport  from  either  scene  or  interfacility  missions 
was  associated  with  better  survival  than  expected  and 
better  survival  than  for  ground  transported  patients.30  31 


27  ibid. 

2S  Sampalis,  J.S.,  Denis,  R.,  Frechette,  P..  Brown,  R.  et  al.  "Direct  transport 
to  Tertiary  Truant  Centers  Versus  Transfer  from  Lower  Level  Facilities  I  im- 
pact on  Mortality  and  Morbidity  Among  Patients  with  Major  Trauma  "  J. 
Trauma  1997Aue;43(2):288-95 

29  Ibid. 

30  Powell,  DC.  Nesdoly.  D..  McLellan,  H.  "The  Study  of  the  Impact  of  Pre  - 
Trauma  Centre  Transport  Modes  on  Utilization  of  Hospital  Resources  and 
Patient  Outcome"  presentation  at  the  1995  Air  Medical  Transport  Confer- 
ence, Long  Beach,  CA. 
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Non-Trauma  Transport 

Air  medical  transport  has  proven  to  be  a  safe  and  effec- 
tive means  to  achieve  tertiary  care  transfer  of  patients  of 
all  ages  with  serious  medical,  surgical,  or  obstetric  condi- 
tions. The  non-trauma  categories  include  a  wide  variety 
of  diagnoses  such  as  neurosurgery,  high-risk  obstetrics, 
cardiac,  spinal  injuries,  pedatric/neonatal  illnesses  requir- 
ing intensive  care.  For  the  interfacility  patient,  air  medical 
transport  provides  a  high  level  of  definitive  care  and  re- 
duces the  time  outside  of  the  hospital  environment. 

Many  of  the  HEMS  studies  on  transport  of  patients  with 
heart  related  problems  focused  on  providing  evidence  of 
safety  and  possible  outcome  improvement.  HEMS 
transport  of  cardiac  patients  has  demonstrated  that  it  is 
safe  in  cases  where  the  transfer  is  for  primary  coronary 
angioplasty  in  high-risk  patients  with  acute  myocardial  in- 
farction (AMI).32  Other  authors  assessed  the  safety  and 
utility  of  HEMS  transport  for  patients  with  AMI33  34  35  and 
support  the  conclusion  that  there  was  no  increased  risk 
of  complications.  One  reason  air  medical  services  can 
provide  safe  transport  for  cardiac  patients  is  the  high 
level  of  intra-transport  care  developed  by  the  in-flight 
medical  crew.  The  crew  is  capable  of  administering 
drugs,  monitoring  patient  status,  and  initiating  mechanical 
ventilation  service.  This  type  of  ICU  to  ICU  level  of  ser- 
vice can  be  achieved  without  a  significant  decrease  in 
quality  of  care  during  transport. 

The  ingestion  of  a  significant  amount  of  toxic  substance 
to  warrant  air  transport  is  relatively  uncommon.  However, 
when  the  patients  are  first  seen  in  a  community  hospital 


1  Schwartz,  R.J.,  Jacobs,  L.M.,  Yaezel,  D.  "Impact  of  Pre-Trauma  Center 
Care  on  Length  of  Stay  and  Hospital  Charges"  J.  Trauma.  1989;29:161 1- 
1615 

32  Staumann,  E.,  Yoon,  S.,  Naegeli,  B.,  et  al.  "Hospital  Transfer  for  Pri- 
mary Coronary  Angioplasty  in  High  Risk  Patients  with  Acute  Myocardial 
Infarction",  Heart.  1999;82:415-9 

33  Rodger,  G.,  Ruplinger,  J.,  Spencer,  W.,  et  al.  "Helicopter  Transport  of 
Patients  with  Acute  Myocardial  Infarction",  Tex  Med.  1988;84:35-7 

34  Gore,  J.M.,  Corrao,  J.M.,  Goldberg,  R.J.,  et  al.  "Feasibility  and  Safety  of 
Emergency  Interhospital  Transport  of  Patients  During  Early  Hours  of 
Acute  Myocarial  Infarction"  Arch  Intern  Med.  1989;149:353-5 

35  Fromm,  R.E.,  Hoskins,  E.,  Cronin,  L.,  et  al.  "Bleeding  Complications 
Following  Initiation  of  Thrombolytic  Therapy  for  Acute  Myocardial  Infarc- 
tion: a  Comparison  of  Helicopter-transported  and  Nontransported  Pa- 
tients" AnnEmerg.  Med.  1991:20:892-5. 
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that  is  not  equipped  to  handle  the  possible  cardiovascular 
depression,  then  transfer  by  HEMS  to  a  tertiary  care  cen- 
ter is  recommended.  Air  transport  has  been  utilized  in 
the  transfer  of  patients  with  toxicological  diagnoses  such 
as  carbon  monoxide,  tricyclic  antidepressants,  and  cal- 
cium-channel and  beta  blockers.  The  medical  crew  can 
perform  critical  care  intervention  that  might  require  ad- 
ministering a  specific  antidotal  drug  or  intubating  the  pa- 
tient so  they  can  breathe.36 

Air  medical  transport  of  obstetric  patients  in  an  urban 
area  is  a  viable  solution  to  the  problem  of  traffic  conges- 
tion because  it  reduces  the  time  for  patient  transport.  It 
was  found  that  transport  of  high-risk  obstetric  patients 
can  be  cost  effective.  If  the  appropriate  evaluation  crite- 
ria are  used,  there  is  no  significant  risk  of  delivery  in  the 
back  of  the  helicopter.37  38  39 

It  is  difficult  to  quantify  the  outcome  benefit  of  non-trauma 
transports  because  of  the  inherent  varied  nature  of  the 
cases  that  limit  the  objective  measurement  methods.  The 
goal  of  helicopter  transport  is  to  provide  a  seamless 
transfer  of  the  patient  to  another  hospital  facility.  There- 
fore, non-trauma  transfers  should  be  triaged  to  air  trans- 
port on  a  case-by-case  basis  using  established  regional 
protocols  designed  to  maximize  patient  benefit  and  main- 
tain cost-effectiveness  for  the  EMS  systems  and  hospi- 
tals involved. 

Primary  Benefit:  Mitigation  of  Trauma  System 
Vulnerabilities 

The  primary  benefit  of  a  helipad  at  San  Francisco  Gen- 
eral Hospital  would  be  mitigation  of  the  Trauma  Care 
System  vulnerabilities  with  respect  to  the  lack  of  redun- 
dancy of  Trauma  Center  capacity  and  the  significant  ur- 
ban density  and  traffic  congestion  preventing  rapid  trans- 


6  Cheeman,  F.,  Wood,  S..  Thomas.  S.H.  et  al.  "Critical  Care  Aeromcdical 
Transport  of  Toxicology  Patients  with  Potential  Cardiovascular  Depres- 
sion' American  College  of  Chest  Physicians.  2000,  Oct.;  1 18:14.  179 

37  Elliott,  J.P.,  O'Keeffe,  D.F.,  Freeman.  R.K.  "Helicopter  Transportation  of 
Patients  with  Obstetric  Emergencies  in  an  Urban  Area  "  Am  J  Obset  Gync- 
coj.  1982;143:157-62 

38  Low,  R.B.,  Martin,  D.,  Brown,  C.  "Emergency  Air  Transport  of  Pregnant 
Patients:  the  National  Experience".  J.  Emerg.  Med  1988;6:41-8 

39  Van  Hook,  J.,  Leicht,  T.G.,  Van  Hook.  C.I..  et  al.  "Aeromedical  Transfer 
of  Preterm  Labor  Patients"  Tex  Med  1998;94:88-90 
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port  of  trauma  patients  by  ground  from  SFGH  to  regional 
trauma  centers. 

The  Care  of  Injured  Children 

This  primary  benefit  would  be  realized  in  small  numbers 
on  an  annual  basis,  with  the  transport  of  critically  injured 
young  children  from  SFGH  to  a  Pediatric  Trauma  Center. 
There  is  an  overall  trend  toward  better  outcomes  for  chil- 
dren treated  at  Pediatric  Trauma  Centers  compared  with 
those  treated  at  Adult  Trauma  Centers.40  The  predicted 
two  to  four  transfers  per  year,  arguably  perhaps,  is  a  mi- 
nor benefit,  relative  to  the  effort  of  constructing  a  helipad 
and  the  impact  on  the  surrounding  neighborhood;  how- 
ever the  expected  benefit  to  individual  children  and  their 
families  is  ultimately  immeasurable. 

Standard  Trauma  Care — Consistently 

A  helipad  at  SFGH  would  ensure  that  anyone  who 
needed  the  high  standard  of  trauma  care  that  is  available 
there,  would  have  access  to  that  standard  of  care  if 
SFGH  could  not,  for  any  reason,  provide  it.  Various  sce- 
narios are  conceivable,  and  some  have  occurred  in  re- 
cent history.  For  example,  during  a  storm  in  the  Fall  of 
2002,  70  mile  per  hour  winds  were  reported  in  San  Fran- 
cisco, and  the  "El  Nino"  weather  disrupted  power 
throughout  the  region.  For  a  brief  period  of  time,  SFGH 
lost  power,  and  the  backup  generator  malfunctioned. 
The  only  Trauma  Center  in  the  City  could  not  care  for  pa- 
tients. Fortunately,  there  were  no  severe  injuries  in  the 
City  during  the  hour  that  SFGH  was  unavailable  that  day. 
Had  there  been  a  single  injury,  or  multiple  injuries  during 
that  hour,  those  injured  individuals  would  not  have  had 
rapid,  seamless  access  to  a  trauma  center  that  could 
provide  standard  life-saving  trauma  care. 

As  described  in  Chapter  2,  occasionally  the  Trauma  Cen- 
ter can  be  stretched  to  maximum  capacity.  On  a  busy 
weekend  night,  for  example,  all  five  operating  rooms 
could  be  full  with  patients  from  unrelated  incidents — a 
shooting  downtown,  a  car  crash  on  the  freeway,  and  a 
fall  from  scaffolding  on  a  construction  site — all  unrelated, 
but  simultaneous  and  life-threatening.  Should  additional 
people  need  a  trauma  center  team  to  care  for  their  inju- 


40  Potoka,  D.  "Improved  Functional  Outcome  for  Severely  Injured  Children 
Treated  at  Pediatric  Trauma  Centers ."  J.  Trauma,  2001.  51(5):  p.  824-834. 
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ries,  there  would  be  no  place  else  in  San  Francisco  that 
would  have  standard  trauma  care  available  for  them,  and 
rapid  transport  by  helicopter  to  a  regional  trauma  center, 
such  as  Stanford,  could  save  a  life. 

Multiple  Casualty  Incidents 

A  more  rare  occurrence,  such  as  a  shooting  in  a  school, 
or  an  explosion  in  a  building,  or  a  plane  crash  at  the  air- 
port would  immediately  overwhelm  the  capacity  of  the 
Trauma  Center  to  manage  patients  and  provide  standard 
trauma  care.  Some  patients  from  incidents  like  these  can 
be  transported  from  the  scene  to  regional  trauma  centers 
with  helipads.  If  SFGH  had  a  helipad,  the  trauma  center 
would  be  rapidly  accessible  to  patients  from  more  remote 
areas,  such  as  the  airport.  It  is  likely  that  during  such  an 
event,  more  critically  injured  patients  would  arrive  at 
SFGH  than  could  be  cared  for  simultaneously.  The  only 
means  to  ensure  that  these  individuals  would  receive  the 
standard  trauma  care  they  deserve  would  be  to  fly  them 
by  helicopter  from  SFGH  to  a  regional  trauma  center. 

The  day-to-day  operations  of  a  Trauma  System  are  not 
sufficient  during  a  disaster  or  multiple  casualty  incident 
because  everyday  management  is  not  oriented  to  wide- 
spread crisis.  Trauma  System  resource  planning  must 
account  not  only  for  routine  daily  emergencies,  but  also 
for  situations  that  place  unexpected  demands  on  the  sys- 
tem.41 Although  such  events  occur  sporadically,  a  lack  of 
planning  may  result  in  excess  preventable  deaths  due  to 
an  unexpectedly  large  influx  of  patients  in  a  short  period 
of  time.4^ 

During  a  multiple  casualty  incident  or  disaster  in  San 
Francisco,  ground  vehicles  will  move  injured  patients  to 
the  Trauma  Center  if  the  roads  are  open,  and  if  the 
Trauma  Center  is  still  functioning.  If  the  Trauma  Center 
is  saturated  with  patients,  the  hospital  cannot  rapidly 
move  severely  injured  patients  out  to  regional  Trauma 


Branas,  C.  Sing,  R.F..  Perron,  A.D.  "A  Case  Series  Analysis  of  Mass 
Casualty-  Incidents.  "  Prehospital  Emergency  Care.  2000.  4(4):  p.  299-304 
4"  Lilja,  G.,  Madsen.  MA.  "Medical  Aspects  of  Disaster  Management  " 
National  Association  of  EMS  Physicians.  EMS  Medical  Director's  Hand- 
book, ed.  A.  Kuehl.  1989.  St.  Louis.  MO:  CV  Mosby.  1 19-32 
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Centers  because  it  does  not  have  a  helicopter  landing  fa- 
cility.43 

Primary  Benefit  Summary 

A  helipad  at  SFGH  would  ensure  that  all  San  Francis- 
cans have  consistent  access  to  rapid  life-saving  trauma 
care  at  all  times.  While  measured  in  absolute  numbers  of 
lives  saved  per  year  this  primary  benefit  of  a  helipad  is 
small,  the  rapid  access  to  regional  trauma  centers  from 
SFGH  would  prevent  potentially  catastrophic  impact  on 
unfortunate  San  Franciscans  who  need  care  of  their  inju- 
ries when  the  City's  trauma  center,  for  unforeseen  rea- 
sons, is  unavailable. 

Secondary  Benefit — Financial  Support  and  Maintain- 
ing Quality  at  the  Trauma  Center 

A  secondary  benefit,  feasibly  realized  in  three  to  five 
years  after  helipad  construction,  would  be  the  financial 
and  patient  volume  support  for  the  Trauma  Center  gen- 
erated by  increasing  numbers  of  tertiary  referrals. 

Air  medical  access  to  SFGH  will  aid  the  economic  viabil- 
ity of  the  trauma  center.  Over  the  past  decade,  through- 
out California  and  the  United  States,  trauma  centers  have 
experienced  intense  fiscal  pressure  because  significant 
proportions  of  their  services  have  been  uncompensated. 
While  maintaining  the  specialty  services,  equipment,  and 
facilities  essential  for  trauma  centers  is  inherently  costly, 
funding  mechanisms  have  been  unstable.  Declining  re- 
imbursements from  government  and  private  insurance 
sources,  managed  care  contract  discounting,  unstable 
federal,  state  and  local  funding,  and  relatively  high  pro- 
portions of  uninsured  trauma  patients  have  forced  the 
closure  of  trauma  centers  in  many  systems  across  the 
United  States.  Sixty-one  trauma  centers  closed  due  to 
economic  issues  between  1988  and  1991. 44  The  subse- 
quent decade  was  relatively  stable  with  only  one  closure, 
yet  in  a  1993  national  survey  of  trauma  centers  at  the 
beginning  of  "health  care  reform",  58  percent  reported  se- 


4  Brown,  J.  "i/ow  Would  San  Francisco  Manage  a  Complex  Emergency? 
San  Francisco  Medicine.  2002.  75(1):  p.  17-19. 

44  Trauma  Resource  Network,  '''American  Trauma  Centers  at  Risk:  a  Sum- 
mary Report  to  the  Advisory  Panel  to  Assess  Domestic  Response  Capabili- 
ties for  Terrorism."  2001,  Bishop  &  Associates:  Irvine,  CA 
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rious  financial  problems,  and  68  percent  reported  finan- 
cial losses.45 

A  recent  survey  of  trauma  centers  in  California  estimates 
that  30  percent  of  patients  are  uninsured.45  Specific  is- 
sues pressing  trauma  centers  include  escalating  costs  to 
maintain  specialty  physician  call  rosters,  un-funded  or 
under-funded  care,  and  high  overhead  costs  of  admini- 
stration and  trauma  registry  maintenance.  Additional  fac- 
tors threatening  to  compromise  trauma  care  systems  in- 
clude escalating  medical  malpractice  suit  awards  and  in- 
surance premiums.47  In  2001,  trauma  centers  in  at  least 
ten  states  considered  closure,  several  actually  closed, 
and  many  others  depend  on  under-funded  statewide  ef- 
forts to  provide  relief.48 

San  Francisco's  only  trauma  center  is  not  unique  in  this 
portrait  of  crisis  in  trauma  care  funding.  With  declining 
reimbursement  rates  and  shrinking  state  and  federal 
funding,  there  is  mounting  reliance  on  local  taxpayer 
revenue  for  trauma  care  support.  Although  the  California 
State  legislature  has  recently  passed  and  renewed  legis- 
lation (AB430,  2001 ,  2002)  to  bolster  funding  support  for 
trauma  systems  throughout  the  State,  the  allocation  ($45 
million  over  two  years)  is  a  small  fraction  of  what  is 
needed  to  ensure  trauma  center  funding  stability.  The 
recent  and  profound  economic  downturn  in  the  California 
economy  is  just  now  revealing  its  powerful  impact  on 
State  and  local  healthcare  resources.  The  combination 
of  high  operating  costs,  opportunity  costs,  adverse  selec- 
tion and  waning  public  support  will  continue  to  threaten 
the  economic  viability  of  California's  trauma  centers  in 
general,  and  SFGH  in  particular. 

Economic  Benefit  of  Air  Medical  Access 

With  a  limited  City  government  budget,  new  sources  of 
Trauma  Center  revenue  must  be  generated  to  offset  fis- 


45  Eastman,  A.,  Bishop.  G.S.,  Walsh.  J.C..  Richardson.  J  D  .  Rice.  C  L  "The 
Economic  Status  of  Trauma  Centers  on  the  Eve  of  Health  Care  Reform  "  }_ 
Trauma.  1994.  36(6):  p.  835-44. 

46  Sierra-Sacramento  Valley  EMS  Agency,  "California 's  Trauma  Care  In 
Crisis."  2001.  Sierra-Sacramento  Valley  EMS  Agency:  Rocklin.  Califor- 
nia. 

4'  Potter,  C.  "National  Update  on  Trauma  Systems."  In  Beyond  Survival  A 
Blueprint  for  Success.  2002.  New  Oleans.  LA:  Bishop  &  Associates 
48  Trauma  Resource  Network,  2001.  op  cit 
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cal  constraints  and  provide  the  capital  required  to  keep 
apace  with  advances  in  healthcare  technology. 

Despite  predictions  to  the  contrary49  SFGH  has  success- 
fully expanded  its  trauma  services  to  non-residents  (from 
northern  San  Mateo  County)  who  benefit  from  Level  I 
Trauma  Center  care,  and  contribute  to  a  beneficial  payer 
mix  at  the  hospital.  An  influx  of  air  medical  transport  pa- 
tients from  the  broader  suburban  and  rural  regions  of 
Northern  California  is  likely  to  compare  with  this  payer 
mix. 

Patient  Volume  and  Trauma  Center  Performance 

It  is  intuitively  apparent  that  a  surgeon  that  performs  300 
surgeries  per  year  will  have  better  skills  than  one  that 
performs  50  surgeries  per  year.  In  a  recent  study  of 
thirty-one  trauma  centers  across  the  United  States,  mor- 
tality and  hospital  length  of  stay  were  used  as  outcome 
measures  to  compare  high-volume  and  low-volume 
trauma  centers'  performance.50  Results  of  the  study  indi- 
cate that  a  strong  association  exists  between  trauma 
center  volume  and  outcomes,  with  significant  improve- 
ments in  mortality  and  length  of  stay  when  severe  injury 
(ISS  >  15)  volume  exceeds  650  cases  per  year. 

The  Trauma  Center  at  SFGH  has  had  a  steadily  declining 
annual  patient  volume  over  the  past  decade.  It  currently 
admits  400  patients  per  year  with  severe  injuries  (ISS  > 
15).  With  immediate  access  from  a  helipad  to  its  Trauma 
Center,  SFGH  would  benefit  from  the  broader  referral 
base  in  the  Bay  Area  and  Northern  California  region, 
reaching  to  western  Nevada.  The  ability  to  provide  out- 
reach to  suburban  and  rural  communities  with  no  trauma 
center,  or  with  Level  II,  III  and  IV  trauma  centers,  will  fa- 
cilitate a  more  efficient  exchange  of  the  research  knowl- 
edge and  trauma  care  education  for  which  SFGH  is  re- 
nowned, and  support  the  annual  patient  volume  the 
Trauma  Center  needs  to  maintain  and  enhance  trauma 
care  clinicians'  skills. 


49  Barish,  J.  "Feasibility  Study  :  A  Regional  Air  Ambulance  System  for  the 
Trauma  Center  Foundation."  1982,  Joe  Barish  &  Company,  Inc.:  Belve- 
dere, California,  p.  46. 

50  Nathens,  A.,  Jurkovich,  G.J.,  Maier,  R.V.,  Grossman,  D.C.,  MacKenzie, 
E.J.,  Moore,  M.,  Rivara,  F.P.  "Relationship  Between  Trauma  Center  Vol- 
ume and  Outcomes."  JAMA,  2001.  285(9):  p.  1164-1171. 
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Medical  Staff  Recruitment  and  Retention 

The  continued  success  of  SFGH  also  is  related  to  its  abil- 
ity to  recruit  and  retain  top  academic  faculty  for  its  re- 
search and  clinical  programs.  Air  access  to  SFGH  will 
support  the  bolus  of  specialty  patient  volume  the  institu- 
tion needs  to  continue  to  attract  medical  specialists  and 
to  maintain  a  technologically  advanced  tertiary  care  facil- 
ity. 

Tertiary  Benefits — San  Franciscans  Injured  in  San 
Francisco  and  Northern  California 

Because  of  its  dense  urban  setting,  helicopters  do  not  re- 
spond to  the  scene  of  accidents  on  a  daily  basis  in  San 
Francisco,  with  the  exception  of  off- 
shore/island/water/bridge rescues.  An  estimated  25 
trauma  patients  bypass  SFGH  annually  via  helicopter 
and  are  flown  to  Trauma  Centers  in  Contra  Costa,  Ala- 
meda and  Santa  Clara  Counties  (See  Appendix  B).  Last 
year,  5  out  of  8  severely  injured  people  from  the  Presidio 
and  Marin  Headlands  were  San  Francisco  residents  who 
were  flown  away  from  San  Francisco  to  neighboring 
trauma  centers  (Appendix  B). 

Roughly  600  San  Francisco  residents  every  year  are 
hospitalized  for  injuries  outside  of  San  Francisco.51  If 
San  Francisco  General  Hospital  had  a  helipad,  a  number 
of  these  patients  could  be  stabilized  and  transferred  back 
to  their  own  city  of  residence  for  continued  treatment  in 
its  nationally  renowned  Trauma  Center. 

Additional  Benefit  to  the  Bay  Area  Region 

Just  as  San  Francisco  is  vulnerable  to  disaster  and  mul- 
tiple casualty  incidents,  other  Bay  Area  towns  and  cities 
face  similar  threats.  Air  access  to  San  Francisco's  pre- 
mier Trauma  Center  would  provide  a  "back-up"  for  its 
neighboring  communities,  and  a  rapid  transport  option  for 
individual  patients  who  need  the  Level  I  care  that  SFGH 
can  provide. 


51  McLouglin.  2001.  op  cit. 
San  Francisco  General  Hospital  Air  Medical  Access  Needs  and  Feasibility  Study 


3-15 


BENEFITS  OF  AIR  MEDICAL  TRANSPORT    CHAPTER  3 


Conclusions 

The  benefits  of  a  helipad  at  San  Francisco  General  Hos- 
pital can  be  measured  using  several  scales — one  of 
which  is  numbers  of  lives  saved.  The  de-centralized  Bay 
Area  Trauma  Care/HEMS  System  has  developed  since 
the  mid-1 980's  and  annually  saves  several  thousand 
lives  that  without  air  access  would  be  lost.  Adding  the 
SFGH  air  catchment  region  to  the  Bay  Area  system 
would  save  five  to  ten  minutes  flight  time  for  patients  now 
flown  away  from  SFGH  to  regional  centers.  A  helipad  at 
SFGH  would  conceivably  save  some  lives  in  the  immedi- 
ate catchment  area  on  an  annual  basis,  though  the  num- 
bers of  these  lives  is  relatively  small — no  more  than  sev- 
eral dozen. 

Another  measure  of  benefit  is  standard  of  care.  Without 
a  helipad,  San  Francisco  falls  below  trauma  care  sys- 
tems standards  for  ensuring  consistent  rapid  access  to 
specialty  injury  treatment  centers.  On  a  daily  basis,  this 
does  not  translate  to  a  significant  number  of  preventable 
deaths  or  pronounced  morbidity,  but  San  Franciscans  do 
not  have  assurance  that  death  and  morbidity  will  be  pre- 
vented if  their  only  Trauma  Center  cannot  provide  care 
when  the  facility  is  overwhelmed  or  incapacitated.  The 
primary  benefit  of  a  helipad  at  SFGH  is  this  contingency 
assurance  of  access  to  life-saving  care  for  the  few  or 
many  who  may  need  it  in  a  variety  of  unusual,  but  in- 
creasingly likely  incidents. 

A  third  measure  of  benefit  is  sustained  value.  The 
Trauma  Center  in  San  Francisco  has  proven  its  value  for 
its  residents  and  visitors  over  nearly  half  a  century.  Its 
fiscal  viability  is  threatened,  and  with  that,  its  capacity  to 
attract  superior  medical  faculty  for  its  research  and  pro- 
grams of  care.  A  secondary  benefit  of  a  helipad  at  SFGH 
is  the  potential  to  attract  referrals  that  can  generate  a 
new  revenue  source  and  support  the  volume  and  capital 
investments  in  technology  required  to  sustain  a  premier 
Trauma  Center. 
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Chapter 


HELIPAD  SITE  STUDY 


Introduction 

San  Francisco  General  Hospital  (SFGH)  is  located  in  a 
highly  urbanized  section  of  the  City  situated  between  the 
Mission  District  and  Potrero  Hill  communities.  The  main 
campus  covers  approximately  23  acres  west  of  U.S. 
Highway  101  and  east  of  Potrero  Avenue.  This  chapter 
discusses  possible  locations  for  the  helipad  on  the  San 
Francisco  General  Hospital  main  campus.  It  describes 
the  specific  objectives  for  the  helipad  location,  helipad 
design  criteria,  and  evaluates  selected  sites. 

It  does  not  consider  a  possible  off-site  location  for  the 
helipad  for  three  principal  reasons:  (1)  an  offsite  location 
is  not  appropriate  to  the  direct  emergency  room  access 
required  for  trauma  patients;  (2)  an  offsite  location  will  not 
contribute  to  the  high  standards  of  care  required  for  the 
inter-facility  transfer  of  critically  ill  or  pediatric  patients; 
and  (3)  the  helicopter  to  ambulance  to  hospital  transfer 
required  from  a  remote  site  increases  the  potential  for 
mishaps  to  occur  as  a  result  of  additional  patient  han- 
dling. 

Four  locations  on  the  campus  were  identified  as  possible 
helicopter  landing  sites.  A  fifth  location  was  identified  on 
the  hospital  parking  structure  south  of  23rt  Street.  Four 
of  the  sites  were  on  rooftops  and  one  was  on  the  ground 
in  the  street-level  parking  lot  near  the  hospital  emergency 
room  entrance. 

Helipad  Design  Criteria 

The  state  permitting  agency  for  a  helipad  is  Caltrans 
Aeronautics,  a  division  of  the  State  Department  of 
Transportation.  This  agency  makes  the  final 
determination  as  to  the  safety  and  appropriateness  of  the 
location  for  a  helipad  and  the  adequacy  of  the  helipad 
design.  Caltrans  has  adopted  many  of  the  design  stan- 
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dards  set  forth  in  the  Federal  Aviation  Administration 
(FAA)  Advisory  Circular  (AC)  150/5390-2A,  and  has 
developed  some  additional  criteria  of  its  own  (Title  21, 
Sec.  3525  through  3560,  California  Code  of  Regulations). 
In  order  to  obtain  a  permit  to  operate  a  heliport,  it  is 
necessary  to  meet  these  standards. 

Objectives 

In  addition  to  meeting  the  state's  safety  criteria  and  de- 
sign standards,  the  objectives  for  locating  the  helipad  on 
the  SFGH  campus  are  as  follows: 

•  Be  located  as  close  as  possible  to  the  emer- 
gency department  to  minimize  travel  distance, 
and  patient  transfers  and  handling;  and 

•  Be  located  on  a  site  where  the  helipad  can  be 
secured  and  the  arrival  and  departure  (flight) 
paths  not  compromised  in  the  future  by  matur- 
ing trees,  new  development,  or  vehicle  traffic. 

•  Be  located  on  a  site  that  would  have  as  little 
noise  impact  on  the  surrounding  community  as 
possible. 

Design  Criteria 

A  helicopter  landing  site  must  meet  FAA  and  Caltrans 
Aeronautics  design  criteria.  The  location  of  the  helipad 
must  also  satisfy  the  standards  and  the  needs  of  the 
hospital.  An  overriding  consideration  is  that  the  estab- 
lishment of  the  helipad  should  benefit  the  community 
through  improving  patient  transport  and  saving  lives. 

Heliport,  Helistop  or  Helipad? 

There  are  minor  distinctions  between  the  words  heliport, 
helistop,  and  helipad.  The  same  design  standards  apply 
to  all.  A  heliport,  helistop  and  a  helipad  are  areas  of  land, 
water  or  structure  used  or  intended  to  be  used  for  the 
landing  and  takeoff  of  helicopters.  A  heliport  is  a  more 
elaborate  facility  usually  associated  with  helicopter  fuel- 
ing, maintenance  hangars  or  passenger  waiting  areas. 
The  word  helipad  as  used  in  this  report  can  be  inter- 
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changed  with  helistop.  It  is  a  minimally  designed  heliport 
used  for  the  transportation  of  patients. 

Helipad.  A  helipad  is  not  just  a  circle  painted  on  the 
ground  or  a  raised  rooftop  structure.  The  size  of  the  heli- 
pad depends  upon  the  size  of  the  largest  helicopter  or 
the  size  parameters  (length,  width  and  weight)  of  a  com- 
bination of  helicopters  that  may  utilize  the  hospital  heli- 
pad. 

Hospital  helipads  are  generally  constructed  of  concrete 
and  steel.  A  ground  level  helipad  may  be  designed  with 
asphalt  but  it  is  not  recommended.  Asphalt  has  a  ten- 
dency to  soften  during  hot  summer  months  with  repeated 
usage.  The  helipad  design  includes  dimensional,  ob- 
struction clearances  and  load  bearing  criteria. 

The  typical  medical  mission  flights  would  be  made  with 
medium  sized  helicopters  utilized  by  the  three  main  heli- 
copter emergency  medical  services,  REACH,  CALSTAR. 
and  Stanford  LIFE  FLIGHT.  The  design  dimensions  of 
their  helicopters  would  be  taken  into  consideration  (see 
Table  1)  in  determining  the  appropriate  helipad  configura- 
tion. For  example,  CALSTAR  employs  a  Bell  222  heli- 
copter with  an  overall  length  of  51  ft.  While,  the  Coast 
Guard  helicopter,  a  Eurocopter  AS-365,  is  shorter  but 
weighs  more. 

In  a  major  disaster  situation  with  mass  casualties,  the 
National  Guard  may  find  it  necessary  to  land  a  UH-60 
(Blackhawk)  medevac  helicopter  at  SFGH.  Hence,  the 
helipad  design  should  consider  this  potentiality.  The  UH- 
60  has  an  overall  length  of  65  ft  and  weighs  approxi- 
mately 22,000  lbs.  In  order  to  be  prepared  for  all  antici- 
pated contingencies,  the  helipad  should  be  designed  to 
accommodate  the  National  Guard  helicopter. 

Table  4-1  shows  the  requirements  for  the  final  approach 
and  takeoff  area  (FATO),  touch  down  or  helipad  size 
(TLOF),  and  safety  areas  for  various  sizes  of  helicopters. 
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Potential  Flight  Paths 

According  to  the  FAA  and  Caltrans,  the  hospital  heliport 
must  have  at  least  one  approach/departure  flight  path. 
The  path  should  be  aligned  as  much  as  possible  with  the 
prevailing  wind,  which  in  the  San  Francisco  Bay  area  is 
predominantly  from  the  northwest.  Optimum  perform- 
ance for  a  helicopter  as  with  all  aircraft,  is  to  be  able  to 
take-off  and  land  into  the  wind,  but  it  is  not  an  absolute 
necessity. 

Two  approach/departure  paths  oriented  to  be  a  minimum 
of  90  degrees  apart  are  recommended  to  avoid  the  heli- 
copter taking  off  or  landing,  with  a  crosswind  or  tailwind. 
Thus,  should  the  wind  direction  change,  the  pilot  could 
choose  to  depart  on  the  alternate  direction  flight  path. 

The  approach/departure  corridor  extends  out  from  the 
edge  of  the  approach/departure  surface  for  a  distance  of 
4,000  feet.  It  rises  at  a  ratio  of  1  ft.  vertical  for  every  8 
feet  horizontal  distance  traveled.  The  approval  of  the 
flight  path  by  Caltrans  Aeronautics  requires  that  this  ap- 
proach surface  with  the  accompanying  transitional  slopes 
(which  rise  at  ratios  of  1  ft  for  every  2  feet  traveled) 
should  be  free  of  any  object  penetrations  such  as  trees, 
parking  lot  lamp  poles  or  corners  of  buildings.  The  flight 
path  at  the  helipad  location  does  not  have  to  be  a  narrow 
path  but  can  be  a  larger  pie-shaped  sector  provided  it 
meets  all  of  the  airspace  no-obstruction  criteria.  This 
type  of  approach  surface  gives  the  pilot  the  option  to 
choose  the  best  flight  path  within  that  sector  given  the  di- 
rection of  approach,  and  the  wind  and  weather  conditions 
at  the  time  of  the  flight  operation. 

A  macro  view  of  possible  approach  and  departure  flight 
paths  is  shown  in  Figures  4-1  and  4-2.  HEMS  flights  can 
come  from  many  different  directions  in  the  greater  Bay 
Area  wherever  there  is  an  accident  or  a  hospital  that 
needs  to  transfer  a  patient  to  or  from  SFGH.  For  noise 
abatement  purposes,  the  helicopters  would  follow  the 
major  surface  arterials  and  freeways.  When  the  primary 
flight  path  is  used,  the  helicopters  would  approach  the 
landing  site  from  the  south,  and  head  the  aircraft  in  a 
northerly  direction  in  order  to  land.  The  existence  of  a 
secondary  flight  path  would  allow  the  pilot  to  takeoff  in  a 
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San  Francisco  General  Hospital  Proposed  Helipad 

Primary  Flight  Path:  North  Departure 


FIGURE  4-1 
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San  Francisco  General  Hospital  Proposed  Helipad 

Primary  Flight  Path:  South  Departure 


FIGURE  4-2 
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direction  during  some  periods  of  the  year  when  the  wind 
comes  from  the  south/southwest  (see  Fig.  4-2). 

Helipad  Accessories.  There  are  certain  design  ele- 
ments that  are  common  to  either  a  ground  level  or  a  roof- 
top helipad.  Helipad  lighting  is  required  in  order  to  con- 
duct night  landings.  All  night  operating  helipads  require  a 
lighted  wind  cone.  A  rooftop  helipad  requires  additional 
fire  prevention  equipment  such  as  one  or  two  wet  stand- 
pipes  and  a  fuel  water  separator  tank  to  be  used  in  the 
event  of  a  fuel  spill  to  prevent  the  fuel  from  entering  the 
sewer  system.  It  is  recommended  that  all  heliports  have 
fire  extinguishers  or  a  rooftop  foam  system. 

If  a  helipad  is  higher  than  30"  above  the  roof  deck,  a 
safety  net  for  fall  prevention  is  required.  All  of  these  de- 
sign and  location  criteria  help  in  making  the  helipad  more 
acceptable  to  the  community  and  a  safer  place  to  land. 

Potential  Helipad  Sites 

The  hospital  campus  is  a  reflection  of  its  urban  environ- 
ment and  is  densely  developed.  Most  of  the  unbuilt 
ground  level  land  is  dedicated  to  vehicle  parking.  There 
are  some  grass  areas  in  front  of  the  main  entrance. 
Consequently,  the  more  viable  options  for  helipad  loca- 
tions were  above  ground  level  -  on  the  rooftops  of  hospi- 
tal related  buildings. 

The  optional  sites  that  were  evaluated  are  shown  on  Fig- 
ure 4-3.  One  of  the  sites  was  a  proposed  ground  level  lo- 
cation on  the  EmergencyA/isitors  Parking  Lot  immedi- 
ately adjacent  to  the  Emergency  Department  entrance. 
The  other  four  sites  were  on  the  rooftops  of  three  wings 
of  the  Main  Hospital  Building  (Wings  A,  C,  and  D)  and  the 
roof  of  the  adjacent  Parking  Garage. 

Rooftop  Helipad 

A  few  general  comments  are  relevant  to  all  of  the  rooftop 
helipad  sites  on  the  Main  Hospital  Building  (Fig.  4-3). 
The  rooftop  is  the  preferred  location  for  a  helipad  be- 
cause it  is  easier  to  protect  the  access  to  the  helipad.  In 
most  cases,  it  is  the  safest  and  most  land-use  conserva- 
tive location  for  a  helipad.  Additionally,  the  rooftop  loca- 
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Figure  4-3  SFGH  Helipad  Site  Options 
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tion  would  usually  be  least  affected  by  future  buildings  or 
maturing  trees  on  adjacent  property  that  might  interfere 
with  the  flight  paths.  The  City/County,  which  owns  the 
property  surrounding  the  Main  Hospital  Building,  can  con- 
trol what  is  erected  adjacent  to  the  hospital. 

As  is  typical  of  all  rooftop  helipads  from  a  noise  perspec- 
tive, when  the  helicopter  is  landing  or  taking  off  from  the 
helipad  there  is  a  decrease  in  noise  exposure  to  people 
on  the  ground  in  the  immediate  vicinity  of  the  site  due  to 
the  elevation  of  the  helipad.  There  may  also  be  some 
noise  shielding  for  the  community  to  the  east  of  the  Main 
Hospital  Building  provided  by  the  mechanical  penthouses 
for  Wings  A  and  C,  respectively.  There  would  be  some 
noise  exposure  associated  with  the  helicopter  as  it  flies 
over  the  south  Parking  Garage,  the  EmergencyA/isitor 
Parking  Lot  and  the  buildings  on  the  hospital  property  to 
the  north/northwest.  The  mitigating  factor  would  be  that 
the  higher  noise  levels  would  be  within  the  campus  prop- 
erty boundaries  (see  Chapter  6). 

All  three  hospital  wings  (A,  C,  D)  are  relatively  free  of  ob- 
structions that  could  interfere  with  the  helipad  construc- 
tion at  the  site.  There  are,  however,  ventilation  ducts  and 
wet  stand  pipes  that  may  need  to  be  relocated.  Modifica- 
tions would  need  to  be  made  to  prevent  helicopter  ex- 
haust fumes  from  entering  the  building.  A  detailed  struc- 
tural evaluation  of  the  roofs  would  be  conducted  by  a 
qualified  structural  engineer  to  evaluate  the  structural  in- 
tegrity of  the  building  should  the  helipad  be  located  on 
one  of  the  wings. 

The  helipad,  where  the  helicopter  eventually  touches 
down  on  the  roof,  would  need  to  be  raised  high  enough 
to  clear  the  surrounding  roof  parapet  walls  and  the  air 
ventilation  shafts.  This  should  be  approximately  5  feet 
above  the  roof  deck.  A  ramp  exit  for  the  gurney  and 
medical  staff  would  go  from  the  helipad  to  the  roof  deck 
level  below  in  the  direction  of  the  elevators. 

Preliminary  studies  indicate  that  elevator  access  can  be 
accomplished  to  the  roof  (see  discussion  below).  The 
Emergency  Department  (ED)  is  located  on  the  first  floor 
in  the  D  Wing  of  the  hospital.  A  couple  of  alternatives 
have  been  explored.  The  first  was  to  extend  the  existing 
elevator  bank  in  Wing  D  to  the  roof  level.  This  elevator 
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Site  1  (Wing  C  Rooftop) 
Looking  West 


bank  on  the  southeast  side  of  the  hospital  in  Wing  D 
would  open  directly  into  the  ED.  The  location  of  the  ele- 
vator bank  is  such  that  the  distance  from  the  alternative 
sites  on  the  roof  would  not  be  significant. 

A  second  alternative  is  to  install  a  special,  enclosed  ele- 
vator lift  in  the  courtyard  between  the  west  and  east 
wings  of  the  Main  Hospital  Building.  This  is  on  the  floor 
immediately  below  the  roof  deck.  The  elevator-lift  would 
come  up  to  the  roof  deck  for  easy  access  with  a  gurney. 

Of  the  alternative  sites  evaluated  for  a  helipad,  two  sites 
stood  out  as  having  the  best  potential  (Sites  1  and  2). 
Site  plan  drawings  have  been  prepared  for  these  two 
sites. 

Site  Alternative  1:  SFGH  Wing  C.   Site  1  is  a  helipad 

location  proposed  for  the  rooftop  of  Wing  C  of  the  Main 
Hospital  (see  Fig.  4-4).  It  is  to  the  south  of  the  Main 
Hospital  entrance  that  faces  Potrero  Ave.  on  the  south- 
west wing  of  the  Main  Hospital  rooftop.  This  site  lends  it- 
self to  a  westerly  sectored  flight  path  area  of  approxi- 
mately 200-degrees  counter-clockwise  from  San  Bruno 
Ave.  to  the  north,  to  Highway  101 . 

The  primary  flight  path  will  be  to  the  north/northwest 
since  the  wind  typically  comes  from  this  direction.  The 
helicopter  would  approach  from  the  south  along  Highway 
101.  The  advantage  of  this  location  is  its  clear  approach 
path  from  the  south.  It  typically  would  be  over  the  south 
Parking  Garage  and  the  Emergency/Visitor  Parking  Lot 

The  departure  would  be  to  the  north/  northwest,  avoiding 
over  flying  the  hospital  entrance,  and  Wing  A;  then  down 
the  medical  campus  interior  parkway  and  over  22'' 
Street. 

The  higher  noise  levels  associated  with  the  landing  and 
takeoff  off  operations  would  remain  within  the  hospital 
boundaries  for  the  most  part  (see  Chapter  6).  There 
would  be  potential  for  noise  exposure  to  the  medical 
buildings  to  the  north  of  the  site  when  the  helicopter  de- 
parts to  the  north/  northwest. 
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Figure  4-4  Alternative  1  (Wing  C)  Site  Location 

San  Francisco  General  Hospital  Air  Medical  Access  Needs  and  Feasibility  Study  4-12 


Gerson/Overstreet  Architects 


Chapter  4     Helipad  Stte  Stuoy 


There  are  several  antennae  and  satellite  dishes  located 
on  the  rooftop  of  the  stairway  penthouse  to  the  east  of 
the  possible  helipad  that  would  need  to  be  relocated. 
There  is  also  an  air-conditioning  or  ventilation  duct  that 
would  need  to  be  modified. 

Site  Alternative  2:  SFGH  Wing  A.  Site  2  was  identified 
as  the  rooftop  of  the  A  wing  of  the  Main  Hospital  Building 
(see  Fig.  4-5).  The  two  north  wings  are  referred  to  as  the 
A  and  B  wings. 

Site  2  (Wing  A),  is  almost  in  the  middle  of  the  medical 
campus.  It  is  located  to  the  north  of  the  main  entrance  to 
the  hospital  and  on  the  northwest  portion  of  the  roof.  The 
sector  flight  area  is  very  much  the  same  as  Site  1.  The 
primary  departure  flight  path  from  Site  2  would  be  to  the 
northwest  over  the  campus  parkway,  and  the  hospital 
Service  Building  to  Highway101. 

The  slight  disadvantage  of  this  site  over  Site  1  is  that  the 
approach  would  be  from  the  south/southwest  over  the 
Parking  Garage,  Emergency/  Visitor  Parking  Lot,  and 
partially  the  Main  Entrance  to  the  hospital.  This  may 
cause  some  additional  helicopter  noise  and  vibration  in 
that  area. 

The  advantage  of  this  location,  like  Site  1,  is  that  it  is  on 
the  roof  and  the  departure  would  be  into  the  predominant 
wind  to  the  north/  northwest.  Assuming  that  the  same 
modifications  can  be  made  to  the  elevator  shaft,  then 
there  is  good  access  to  the  helipad  area  for  the  staff  and 
a  patient  gurney. 

There  is  a  large  wet  standpipe  and  various  ventilation 
ducts  on  the  roof  as  in  Wing  C  that  would  need  to  be 
moved  or  retrofitted  to  accommodate  the  helipad. 

Site  Alternative  3:  SFGH  -  Wing  D.  Site  3  would  be  an- 
other optional  helipad  site  on  the  southeastern  rooftop 
portion  of  the  Main  Hospital  Building  in  a  section  identi- 
fied as  Wing  D.  It  is  to  the  southeast  of  the  Main  Hospital 
Entrance. 

A  possible  southern  approach  path  for  the  helicopter  (see 
Fig.  4-2  which  shows  the  macro  view  of  the  Primary 


Site  2  (Wing  A  Rooftop) 
Looking  West 
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Figure  4-5  Alternative  2  (Wing  A)  Site  Location 
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Flight  Path)  is  north  on  Interstate  101  with  a  northwest- 
erly wide  turn  before  23rd  Street  to  the  rooftop  helipad. 

The  primary  departing  flight  path  from  the  helipad  would 
be  to  the  north  following  the  curve  of  Interstate  101  and 
Potrero  Hill.  Portions  of  the  hospital  building  to  the  north 
are  higher  than  the  flight  path  and  would  need  to  be 
lighted  with  red  obstruction  lights.  The  geographical 
components  of  this  flight  plan  put  a  limitation  on  the 
direction  that  the  helicopter  can  fly. 


Site  3  (Wing  D  Rooftop)  The  helicopter  flight  path  would  be  directly  over  Wing  B 

Looking  East  of  the  hospital  and  the  medical  buildings  to  the  north. 

There  would  be  no  way  to  avoid  them. 

The  advantage  of  this  location  is  the  close  proximity  to  In- 
terstate 101  and  Vermont  Ave.,  which  is  already  a  corri- 
dor where  transportation  noise  exists.  The  helicopter 
could  fly  down  these  roadways  on  approach  and  depar- 
ture. The  elevator  access  and  assumptions  are  the  same 
as  for  Sites  1  and  2. 

The  significant  disadvantage  to  this  site  would  be  the  de- 
parture and  approach  over  the  wing  of  the  hospital  and 
the  curved  flight  track  limitation. 

Site  Alternative  4:  SFGH-  Parking  Garage.  Site  4  was 
proposed  as  a  helipad  on  the  rooftop  of  the  hospital's 
Parking  Garage  located  between  San  Bruno  Ave  and 
Utah  Street  and  south  of  23rd  Street.  The  primary  ap- 
proach path  for  the  helicopter  would  be  north  on  Inter- 
state 101  to  the  intersection  with  Potrero  Ave.  then  north 
along  Potrero  Ave.  to  just  before  24th  Street  where  the 
helicopter  would  fly  over  some  residential  and  commer- 
cial buildings  to  the  Parking  Garage. 

Site  4  (Parking  Structure)       There  are  more  disadvantages  than  advantages  to  this 
Looking  South  location.  The  main  advantage  is  the  access  to  this  pad  is 

somewhat  protected.  However,  unlike  the  proposed 
main  hospital  rooftop  locations,  the  entire  Parking  Ga- 
rage rooftop  cannot  be  dedicated  to  the  helipad  opera- 
tions. Consequently,  people  not  associated  with  the  heli- 
copter operations  would  still  have  access  to  this  roof  in 
order  to  park  their  cars. 
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This  site  would  require  that  the  patient  to  be  transferred 
from  the  helicopter  to  an  ambulance  and  driven  across 
the  street  to  the  hospital  emergency  room.  This  would 
increase  the  travel  time  and  the  "exposure  time"  for  the 
patient  outside  of  the  hospital  environment. 

While  the  helicopter  may  be  able  to  land  on  the  roof,  after 
helipad  modifications  are  made,  it  is  impossible  to  drive  a 
standard  ambulance  through  the  parking  structure  to  the 
roof  because  of  inadequate  clearance  for  such  a  tall  ve- 
hicle between  floors.  A  detailed  analysis  of  elevator  ac- 
cess would  also  need  to  be  performed. 

This  site  would  only  have  a  single  approach/departure 
path  from  the  south  because  the  power  lines  along  23rd 
Street  are  an  obstruction  and  block  any  flight  path  to  the 
north.  Even  if  they  were  placed  underground  at  great 
expense,  the  elevation  of  the  Main  Medical  Building 
would  also  be  considered  an  obstruction  to  any  proposed 
flight  path. 

The  structural  integrity  of  the  building  would  need  to  be 
evaluated  since  a  separate  structure  would  be  erected  to 
raise  the  helipad  above  the  roof  parapets.  The  location 
of  the  helipad  on  the  rooftop  would  also  negatively  impact 
the  available  vehicle  parking.  The  above  disadvantages 
coupled  with  an  increase  in  neighborhood  residential 
noise  level  south  of  23rd  Street  makes  this  an  undesir- 
able site  for  a  helipad. 

Site  Alternative  5:  SFGH  -  Emergency/  Visitor  Park- 
ing Lot.  Site  5  is  proposed  as  an  option  for  a  ground 
level  helipad  in  the  Emergency/Visitor  Parking  Lot  south 
of  the  Main  Hospital  Building.  The  initial  approach  path 
for  the  helicopter  would  be  north  on  Interstate  101  with  a 
northwesterly  wide  turn  over  the  residential  area  on  the 
south  side  of  23rd  Street  to  the  ground  level  helipad  (see 
Fig.  4-2). 


Site  5  (ED  Parking  Lot) 
Looking  South 


There  are  numerous  power  lines  that  run  along  Vermont 
Avenue  and  23rd  Street.  Additionally,  there  are  tall  trees 
that  grow  along  the  western  border  of  Interstate  101  (east 
of  the  parking  lot)  and  create  a  foliage  barrier  for  the 
residential  area  to  the  east.  These  are  all  existing  ob- 
structions in  the  imaginary  airspace  dimension  helipad 
requirements.  This  site  has  numerous  existing  and  po- 
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tential  obstructions  for  the  helipad  and  the  flight  paths. 
Closer  to  the  helipad,  there  is  not  a  clear  flight  path  for 
the  approach  from  the  south  and  there  is  no  departure 
path  into  the  prevailing  wind  to  the  north  or  northwest  be- 
cause of  the  hospital  buildings.  The  heights  of  the  Main 
Hospital  Building  to  the  north  and  the  hospital  buildings  to 
the  west  may  prevent  the  location  of  a  helipad  on  this  site 
altogether  because  they  would  be  judged  obstructions  in 
the  transitional  slopes  of  the  helipad  approach  surfaces. 

Raising  the  pad  on  an  earthen  berm  would,  because  of 
slope  construction  limitations,  probably  not  increase  this 
site's  acceptability.  The  helipad  would  have  to  be  raised 
on  a  much  taller,  independently  built  steel  and  concrete 
structure  in  order  to  achieve  enough  clearance  over  the 
trees  and  power  lines.  Even  if  the  trees  and  power  lines 
could  be  lowered  to  ground  level,  the  helipad  would  still 
need  to  be  raised  in  order  for  the  flight  path  to  clear  the 
motor  vehicles  and  other  street  related  obstructions. 

Additionally,  the  helipad  would  essentially  eliminate  most, 
if  not  all,  of  the  vehicle  parking  in  this  lot.  There  are  too 
many  costly  challenges  associated  with  this  site  to  make 
it  a  viable  option. 

Conclusions 

Five  possible  helicopter  landings  sites  were  evaluated  in 
an  effort  to  determine  a  feasible  location  that  would  meet 
the  FAA  and  Caltrans  design  requirements,  and  the  hos- 
pital's objectives.  Table  4.2  shows  the  list  of  the  poten- 
tial sites  and  their  recommended  rank  order  of  preference 
from  1  to  5. 

The  option  on  Wing  D  of  the  Main  Hospital  Building  was 
not  a  recommended  site  because  of  the  limitations  on  the 
flight  path.  The  ground  level  landing  site  in  the  Emer- 
gencyA/isitor  Parking  lot  does  not  meet  the  FAA  or  Cal- 
trans design  criteria  and  the  Parking  Garage  site  would 
not  meet  the  hospital  objectives. 

Of  the  four  rooftop  sites  that  were  evaluated,  only  two  on 
the  Main  Hospital  Building  (Wings  A  and  C)  were 
deemed  appropriate  locations  for  a  hospital  helipad  that 
would  provide  the  best  location  for  patient  transfer  to  the 
ED. 
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TABLE  4.2 
SAN  FRANCISCO  GENERAL  HOSPITAL 
HELIPAD  SITE  STUDY 
SUMMARY 


Site 

Number 

Option  Site  Name 

Ranking  for 
Possible 

Helipad 

1 

SFGH  Rooftop  -  Wing  C 

1 

2 

SFGH  Rooftop -Wing  A 

2 

3 

SFGH  Rooftop  -  Wing  D 

3 

4 

SFGH  Parking  Garage  Rooftop  - 
23rd  St. 

4 

5 

Emergency/Visitor  Parking  Lot 
(Ground  Level) 

5 

Figures  4-6  and  4-7  contain  preliminary  site  plan  draw- 
ings for  Sites  1  and  2,  respectively. 


Structural  Capabilities 

The  structural  Engineering  firm  of  Degenkolb  Engineers 
was  tasked  with  determining  if  there  were  any  significant 
structural  requirements  that  would  substantially  affect  the 
cost  of  design  and  construction  of  a  new  helipad  on  the 
roof  of  the  existing  main  hospital  building  at  San  Fran- 
cisco General  Hospital.1  The  proposed  project  would 
consist  of  the  construction  of  a  3,000  square  foot  helipad 
on  either  the  northwest  or  southwest  wings  of  the  main 
hospital.  Other  factors  of  consideration  included  that  the 
helipad  must  be  mounted  on  the  roof  such  that  the  land- 
ing surface  is  above  any  vertical  obstructions  on  the  pos- 
sible flight  paths.  Therefore,  the  landing  surface  must  be 
higher  than  the  existing  3'-6"  high  concrete  parapet  walls 
and  ventilation  penthouses.  In  order  to  transport  patients 
on  gurneys,  a  ramp  from  the  landing  surface  to  the  exist- 
ing roof  will  be  required  as  part  of  this  project.  Addition- 
ally, an  elevator  or  lift  would  be  required  to  transport  pa- 
tients on  gurneys  from  the  roof  to  the  floors  below. 


1  Degenkolb  Engineers,  Memorandum:Helipad.  January  23,  2003. 
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Figure  4-6  Alternative  1  Site  Plan 
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Figure  4-7  Alternative  2  Site  Plan 
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Code  Requirements 

The  design  and  construction  of  a  helipad  on  the  roof 
must  conform  to  the  structural  regulations  of  Title  24,  Part 
2,  Division  Vl-R,  of  the  California  Building  Code  as  it  per- 
tains to  acute  care  occupancies.  If  any  changes  to  the 
live  or  dead  loads  of  an  existing  hospital  building  cause 
an  increase  in  story  seismic  shear  force  of  more  than  5%, 
then  the  building  must  meet  or  be  retrofitted  to  meet  the 
Life-safety  or  Seismic  Performance  Category  2,  of  Divi- 
sion Vl-R.2 

Building  Description 

The  Main  Hospital  was  designed  by  T.  Y.  Lin,  Kulka  Yang 
and  Associates,  in  1969,  prior  to  the  implementation  of 
the  1973  Hospital  Seismic  Safety  Act.  The  main  building 
has  about  550,000  square  feet  of  area.  The  Main  Hospi- 
tal is  a  concrete  shear  wall  building  consisting  of  a  six- 
story  tower  on  a  two-story  base  and  a  single  story  base- 
ment. The  floor  plan  of  the  tower  is  H-shaped,  and  is 
symmetric.  The  gravity  load-resisting  system  of  the 
building  includes  post-tensioned  floor  slabs,  beams,  and 
reinforced  concrete  framing.  The  lateral  force-resisting 
system  is  comprised  of  concrete  walls  located  around  the 
stair  shafts,  elevator  shafts,  and  exterior  walls.  The  col- 
umns and  walls  are  supported  on  spread  footings  or 
drilled  piers  at  the  foundation  level. 

Assumptions 

Degenkolb  evaluated  the  feasibility  of  a  new  helipad  of 
plan  dimensions  54  feet  by  54  feet  on  the  roof  of  the 
northwest  and  southwest  wings.  To  assess  the  increase 
in  seismic  forces  that  would  be  associated  with  this  addi- 
tion, Degenkolb  assumed  the  pad  to  be  constructed  with 
a  five-inch  deep,  light  weight  concrete  fill  on  3  inch  metal 
deck.  Steel  beams  and  girders  spanning  to  steel  col- 
umns in  the  mid-die  of  the  helipad  and  to  the  exterior 
concrete  walls  on  the  exterior  would  support  the  metal 
deck.  The  new  steel  columns  would  be  located  directly 
on  top  of  the  existing  interior  concrete  columns. 


2  Ibid. 
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The  average  weight  of  this  system  is  80  psf.  The 
helicopter  design  load  was  18,000  pounds,  which  corre- 
sponds to  a  Bell  412  helicopter  take-off  load.  The  heli- 
pad would  be  braced  against  seismic  forces  with  diago- 
nal steel  braces  between  the  landing  pad  and  the  existing 
concrete  roof. 

Conclusions 

Based  on  the  system  described  above,  the  additional 
weight  of  the  helipad  would  not  increase  the  seismic 
forces  in  the  top  story  by  more  than  5  percent.  There- 
fore, the  addition  would  not  cause  a  regulatory  require- 
ment to  strengthen  the  building  for  seismic  forces.  The 
new  system  itself  must  be  designed  for  seismic  forces  in 
accordance  with  Section  1632A  of  CBC  2001  -  "Lateral 
Forces  on  Elements  of  Structures,  Nonstructural  Compo- 
nents and  Equipment  Supported  by  Structures."3 

Degenkolb  noted  that  there  is  a  second  option  that  was 
not  investigated  at  this  time  but  should  be  considered  if 
the  project  moves  forward.  The  second  option  would  be 
to  provide  a  prefabricated  aluminum  framing  system  with 
a  proprietary  helipad  surface.  The  proprietary  helipad 
package  includes  the  framing,  non-skid  surface,  ramps, 
and  lights.  The  estimated  average  weight  of  the  proprie- 
tary system  would  be  about  30  psf.  This  system  might 
be  easier  to  install  on  the  roof  than  the  steel  framed  con- 
crete deck  described  above.  Not  only  is  the  proprietary 
system  lighter  and  therefore,  presumably  easier  to  hoist 
onto  the  roof,  the  system  would  not  require  placing  con- 
crete at  the  roof  level.4 

Elevator  Requirements 

The  Otis  Elevator  Company  reviewed  the  existing  eleva- 
tor hoist  way  plans  with  respect  to  providing  two  eleva- 
tors for  roof  top  helipad  access.5  The  proposed  elevator 
upgrade  would  provide  rooftop  access  for  medical  per- 
sonnel to  a  future  helipad  on  the  existing  hospital  building 
to  allow  for  the  efficient  transport  of  injured  patients  to  the 
hospital's  Emergency  department. 


3  Ibid. 

4  Ibid. 

5  Otis  Elevator  Company,  Memorandum:Heliport  Project,  February  7,  2003. 
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Otis  determined  that  the  elevators  were  installed  in  1972 
and  have  remained  largely  unchanged  since  their  instal- 
lation 30  years  ago.  The  elevators  were  found  to  be  in 
average  condition,  and  have  several  components  at  the 
end  of  their  useful  life.  Any  project  that  reconfigures  the 
existing  elevators  may  have  significant  cost  associated 
with  upgrades  of  the  subsystems.6 

Otis  defined  three  basic  scenarios  to  accomplish  the  ob- 
jective of  elevator  access  to  the  roof:7 

A)  Zone  II  -  Raise  two  of  the  Zone  II  elevators  ap- 
proximately 3-1/2  feet  and  install  two  new  landings 
at  the  roof  elevation.  This  work  posed  two  con- 
cerns. First,  the  existing  machine  slab  structure  is 
supported  diagonally  by  steel  beams  that  will  re- 
quire additional  structural  work  to  accommodate  a 
new  position.  Second,  the  existing  11 -foot  over- 
head would  be  reduced  to  71/2  feet.  Code  re- 
quires an  8-foot  overhead.  A  Cal-OSHA  variance 
would  be  required.  Otis  did  not  speculate  on  the 
likelihood  of  the  issuance  of  a  variance.  Otis  also 
recommended  the  modernization  of  the  Zone  II 
elevators.  This  work  should  be  completed  at  the 
same  time  as  the  modification  to  provide  roof  top 
access. 

B)  Zone  I  -  Raise  two  of  the  Zone  I  future  elevators 
approximately  3-1/2  feet  and  install  two  new  land- 
ings at  the  roof  elevation.  This  elevator  bank  has 
two  empty  hoist  ways.  The  slab  structure  is  sup- 
ported in  a  simple  span  and  would  require  modest 
structural  work  to  accommodate  the  new  slab  po- 
sition. The  future  cars  could  be  added  to  the  exist- 
ing bank  of  four  elevators.  The  same  overhead 
problem  would  exist  in  Zone  I.  The  new  elevators 
would  be  installed  using  state-of-the-art  controls. 
SCR  drive,  ADA  compliant  fixtures,  and  state-of- 
the-art  door  operation.  The  new  cabs  would  be 
built  inside  the  existing  hoist  ways.  The  existing 
entrances  and  landing  doors  would  be  re-used. 

C)  Shuttle  Elevator  -  Another  possible  scenano 
would  be  the  installation  of  two  new  hole-less  hy- 


6  Ibid. 

7  Ibid. 
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draulic  elevators.  The  top  landing  would  be  on  the 
roof  and  the  bottom  landing  would  be  adjacent  to 
the  existing  bank  of  elevators  in  Zone  II.  This  is 
the  most  feasible  scenario  and  would  be  the  least 
expensive.  The  drawback  here  would  be  the  ne- 
cessity to  transfer  patients  from  the  shuttles  to  the 
main  Zone  II  elevators.  The  shuttle  elevators 
would  run  at  a  speed  of  125  feet  per  minute. 
Typical  capacity  for  hydraulic  elevators  would  be 
2,500  pounds.  The  cabs  would  be  designed  to 
accommodate  a  gurney  and  additional  personnel. 
Door  operation  would  be  single  speed,  center 
opening.  In  Otis's  estimation,  the  use  of  the  shut- 
tles would  add  about  45  seconds  to  the  total  travel 
time  to  the  Emergency  Department. 

Otis  concluded  that,  option  A  would  be  the  most  expen- 
sive, but  provided  the  most  direct  access  to  the  operating 
rooms  and  emergency  department.  Option  B  would  be 
somewhat  less  complex  to  install,  but  it  would  not  provide 
direct  access  to  the  ED..  Option  C  would  be  the  least 
expensive,  but  would  impose  additional  patient  transfer 
time. 


Preliminary  Cost  Estimates  and  Schedule 


The  total  cost  for  the  design,  implementation,  and  con- 
struction of  a  rooftop  helipad  at  either  Site  1  or  Site  2  at 
SFGH  is  estimated  to  be  on  the  order  of  $3  million.  This 
estimate  does  not  include  any  seismic  upgrades  to  the 
main  hospital  structure,  which,  by  law,  are  required 
whether  or  not  a  helipad  is  constructed.  The  estimated 
costs8  can  be  broken  down  as  follow: 

Phase  l-Planninq  and  Design 


Project  Design  $  230,000 

Environmental  Review  $  350,000 

Permitting/Approvals  $  120,000 

Reimburseables  $  25,000 

Contingency/Other  $  100,000 

Subtotal  $  825,000 


8  2003  dollars  (rounded). 
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Phase  ll-Construction 

Helipad 

S  400,000 

Ramp  to  Elevator 

S  80,000 

tievator  Access 

c    con  nnn 
o  DoU.UUU 

Life  safety/Security 

S  35,000 

General  Conditions 

S  570,000 

Contingency/Other 

$  460,000 

Subtotal 

$2,175,000 

Total  Estimated  Costs 

$3,000,000 

Timeline 

It  is  anticipated  that  Phase  I  could  take  from  12  to  16 
months  to  complete,  including  environmental  review  and 
permit  processing.  Phase  II  could  be  completed  in  less 
than  one  year. 

Helipad  Permitting  Process 

The  approval  process  for  the  helipad  entails  a  review  by 
federal,  state  and  local  agencies  that  have  specific  areas 
of  responsibility.  The  following  is  an  overview  of  this 
process. 

Federal  Government 

The  Federal  Aviation  Administration  (FAA)  is  the  federal 
agency  that  establishes  standards  for  the  design  of  the 
helipad,  and  the  rules  for  pilot  and  helicopter  operations. 
The  FAA's  primary  responsibility  is  to  determine  what  if 
any  effect  the  landing  and  taking  off  of  helicopters  will 
have  on  the  air  traffic  in  the  immediate  vicinity  of  the  pro- 
posed site.  SFGH  is  located  in  San  Francisco  Airports  - 
Class  B  airspace  just  beyond  7  nautical  miles  from  the 
center  point  of  the  runway.  SFGH  is  also  in  Class  C  air- 
space for  Oakland  Airport. 

After  an  application  is  made  to  the  FAA,  it  will  make  a  site 
visit  to  determine  if  there  are  any  obstructions  at  or  near 
the  site  and  whether  the  proposed  flight  operations  would 
interfere  with  the  existing  air  traffic  in  the  area.  Upon 
completion  of  the  airspace  study,  the  FAA  will  issue  a  let- 
ter of  determination. 
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State  Government 

The  State  of  California's  agency  that  issues  the  final  heli- 
port permit  is  the  Division  of  Aeronautics  (DOA)within  the 
Department  of  Transportation  (Caltrans).  This  agency  re- 
views all  the  documentation  and  approvals  submitted 
from  the  local  government  agencies  and  the  FAA. 

The  Division  will  not  issue  a  heliport  permit,  without  which 
the  proponent  could  not  conduct  flight  operations,  unless 
the  helistop  plans  and  the  proposed  flight  paths  meet  the 
criteria  for  safety  specified  in  the  FAA  Advisory  Circular  - 
AC  1 50/5390/2A,  "Heliport  Design." 

The  Office  of  Statewide  Health  Planning  and  Develop- 
ment (OSHPD)  enforces  building  standards  as  published 
in  the  California  Building  Standards  codes  as  it  relates  to 
health  facilities  construction.  They  will  also  review  the 
proposed  plans. 

Helipad  Operating  Permit.  Once  the  helipad  construc- 
tion is  completed,  the  DOA  inspector  will  come  to  the  site 
for  a  final  inspection.  If  the  pad  was  built  according  to  the 
approved  plans,  the  DOA  will  be  able  to  issue  the  final 
operating  permit  to  SFGH.  Each  year  the  DOA  performs 
a  compliance  site  inspection  on  the  heliport. 

City  and  County  of  San  Francisco 

The  local  government  requirements  focus  on  the  zoning 
and  planning  considerations,  building  codes,  and  fire 
regulations.  They  have  no  jurisdiction  over  the  airspace 
or  helipad  design  requirements. 

P  District  -  Zone.  SFGH  is  located  within  a  "P"  District 
zone  where  public  structures  and  uses  of  the  City  and 
County  of  San  Francisco  and  other  governmental  agen- 
cies are  allowed  under  the  municipal  code  as  long  as 
they  are  in  conformity  with  the  San  Francisco  General 
Plan.  According  to  the  Planning  Department,  a  helipad 
would  be  a  use  in  keeping  with  the  medical  mission  of  a 
Level  1  Trauma  Center  and  is  consistent  with  the  San 
Francisco  General  Plan  and  local  ordinances. 

Environmental  Review.  In  addition  to  reviewing  all  the 
submittals  for  compliance  with  the  City  and  County  of 
San  Francisco  Municipal  Code,  the  City  planning  staff  will 
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also  evaluate  the  documents  for  compliance  with  Califor- 
nia Environmental  Quality  Act  (CEQA),  as  amended.  As 
the  "Lead  Agency"  in  the  helistop  permitting  process,  the 
Planning  Department  will  have  the  principle  responsibility 
for  coordinating  the  environmental  review  process  and  ul- 
timately submitting  the  documents  to  the  State  Clearing- 
house. 

Figure  4-8  illustrates  the  Building  Permit  Process,  which 
in  this  zone  is  the  appropriate  process  for  obtaining  local 
and  community  approval  for  the  construction  of  the 
SFGH  helipad.  The  environmental  review  process  will  ei- 
ther take  the  form  of  a  Mitigated  Negative  Declaration  or 
a  focused  Environmental  Impact  Report  (EIR)  depending 
upon  the  initial  Planning  Department  evaluation.  This 
may  be  a  lengthy  process,  on  the  order  of  8  to  12 
months,  during  which  the  project  will  be  carefully  evalu- 
ated. 

This  current  study,  which  explores  the  feasibility  of  the 
helipad  at  different  locations  along  with  the  professed 
need  for  a  helipad  at  the  SFGH  Trauma  Center,  would 
serve  as  a  basis  for  the  initial  planning  review  and  scop- 
ing meetings.  During  all  phases  of  the  process,  there  will 
be  opportunities  for  community  input. 

Helipad  Plan  Development.  The  approval  of  the  plans 
for  the  helipad  is  a  major  part  of  the  approval  process.  At 
the  same  time  the  environmental  review  process  is  pro- 
gressing, the  helipad  plans  will  be  developed  in  order  to 
allow  OSHPD  time  to  comment  on  them  for  inclusion  in 
the  final  report. 

Site  Plan  Permit/  Building  Permit.  When  the  environ- 
mental review  has  been  approved,  the  City  will  be  able  to 
issue  a  Site  Plan  Permit.  This  document,  along  with  the 
approved  plans,  which  have  been  reviewed  for  design 
and  safety  compliance  by  the  various  state  and  city 
agencies,  will  be  submitted  to  the  Division  of  Aeronautics 
for  their  "Site  Approval  Permit."  The  state  DOA  will  is- 
sue this  permit  if  all  the  documents  are  in  order  from  local 
and  federal  agencies. 

At  this  point,  SFGH  would  be  able  to  obtain  a  Building 
Permit,  which  would  allow  for  the  construction  of  the  heli- 
pad. During  the  construction  process,  OSHPD  will  be  re- 
viewing the  helipad  development 
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Chapter 


SAFETY  ANALYSIS 

This  section  discusses  the  nature  and  extent  of  accidents 
involving  air  medical  transport  helicopters  and  assesses 
the  probability  of  such  an  accident  involving  the  use  of  a 
helipad  at  San  Francisco  General  Hospital. 

Safety  Assessment  and  Analysis  Criteria 

In  their  introduction  to  the  November  2002  supplement  to 
the  Air  Medical  Physician  Handbook,  Dr.  Ira  J.  Blumen 
and  the  University  of  Chicago  Air  Medical  Network 
(UCAN)  noted  that  "There  are  many  ways  to  review  the 
safety  of  air  medical  transport  and  to  assess  the  relative 
risk  to  its  crewmembers"  and  others.'  This  study 
considered  a  range  of  factors  related  to  the  safety  of 
helicopters  in  general,  and  air  medical  helicopters 
specifically,  including  accident  data  and  risk 
assessments.  Similarly,  the  California  Department  of 
Transportation  has  conducted  aviation  safety  studies  and 
prepared  a  "handbook"  for  airport  land  use  compatibility 
planning. 2  The  findings  of  this  chapter  are  based  in  large 
part  on  the  information  contained  in  these  two  documents 
and  their  derivative  sources,  among  others. 

Types  of  Compatibility  Concerns 

Typically,  heliport,  or  in  this  case,  helipad  land  use 
compatibility  concerns  fall  into  one  or  the  other  of  two 
broad  categories,  noise  and  safety.  However,  a  further 
division  of  these  two  categories  of  concern  into  four 
functional  areas  allows  for  a  more  comprehensive 
analysis  of  the  issue  at  hand,  i.e..  the  compatibility  of  the 
proposed  project  with  SFGH  and  its  surrounding 
neighborhoods.  The  following  four  categories  of  concern 


1  Ira  J.  Blumen,  MD  and  UCAN  Safer.  Committee.  "A  Safety  Review  and 
Risk  Assessment  in  Air  Medical  Transport."  a  supplement  to  the  Air 
Medical  Physician  Handbook.  Air  Medical  Physician  Association, 
November  2002. 

:  California  Dept.  of  Transportation.  Division  of  Aeronautics.  "Airport  Land 
Use  Planning  Handbook."  December  199?  Note  that  the  term  "airport" 
means  any  landing  or  takeoff  area  such  as  an  airport  heliport,  helistop. 
vertiport,  gliderport.  seaplane  base,  ultralight  flightpark.  or  balloonport 


"Being  safe  does  not  eliminate 
risk,  it  reduces  it. " 

Ira  J.  Blumen,  MD 
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were  originally  defined  by  the  California  Department  of 
Transportation  (Caltrans)  in  its  1993  "Airport  Land  Use 
Planning  Handbook"  and  carried  forward  into  its  2002 
Handbook  update:3 

•  Safety:  From  the  perspective  of  minimizing  the 
risks  of  aircraft4  accidents  beyond  the  airport 
(helipad)5  environment. 

•  Noise:  As  defined  by  cumulative  noise  exposure 
contours  describing  noise  from  helicopters 
operations  to  and  from  a  heliport  (discussed  in 
elsewhere  in  this  report). 

•  Airspace  Protection:  Accomplished  by  limits  on 
the  height  of  structures  and  other  objects  in  the 
helipad  vicinity  and  restrictions  on  other  uses  that 
potentially  pose  hazards  to  aircraft  in  flight. 

•  Overflight:  The  impacts  of  routine  aircraft  flight 
over  a  community. 


Safety 


"The  establishment  of  safety 
criteria  comes  down  to  a  single 
basic  issue: 

"What  degree  of  risk  is  acceptable 
to  the  local  community?" 

Caltrans  Airport  Land  Use 
Planning  Handbook 


Issues  of  "safety"  are  considered  to  be  the  most  difficult 
to  address  with  respect  to  airport  and/or  heliport/helipad 
land  use  compatibility.  The  reason  is  that  safety 
concerns  are  based  more  on  uncertain  events  that  can 
and  may  occur,  rather  than  on  what  will  occur.  In  other 
words,  the  operation  of  a  helipad  and  helicopter  flight 
operations,  if  carried  out  under  certain  prescribed  rules 
and  regulations,  are  not  unsafe,  but  accidents  can  and  do 
happen  regardless.  Because  aircraft  accidents  happen 
infrequently  and  the  time,  place  and  consequences  of 
their  occurrence  cannot  be  predicted,  the  risk  concept  for 
assessing  safety  issues  has  been  adopted. 


For  determining  land  use  compatibility,  the  Caltrans 
Handbook  identifies  two  variables  to  be  used  to 
determine  the  degree  of  risk  posed  by  potential  aircraft 
accidents:6 


3  ,  Aeronautics  Program,  "California  Airport  Land  Use  Planning 

Handbook."  January  2002.  The  purpose  of  the  updated  "California  Airport 
Land  use  Planning  Handbook"  is  to  support  and  amplify  the  state's 
requirements  for  comprehensive  airport  land  use  planning. 

4  Helicopters  are  considered  aircraft  in  the  broader  sense.  The  term 
"rotorcraft"  is  also  applied  to  helicopters. 

5  The  term  "airport"  includes  heliports  and  helipads  by  definition. 

6  Op.  cit.,  P.  3-5 
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•  Accident  Frequency:  Where,  when  and  how 
often  aircraft  accidents  occur. 

•  Accident  Consequences:  Land  uses  and  land 
use  characteristics  that  affect  the  severity  of  an 
accident  when  one  does  occur. 

Measurement 

People's  perceptions  of  what  may  be  safe  or  unsafe  are 
often  highly  subjective,  but  safety  issues  need  to  be 
addressed  in  an  objective  manner.  One  effective  means 
of  doing  so  involves  the  assessment  of  accident 
potential.  Accident  potential  is  typically  measured  in 
terms  of  frequency.  There  are  both  spatial  and  temporal 
components  to  assessing  accident  potential: 

•  Spatial  Element — Describes  where  accidents  are 
most  likely  to  occur. 

•  Temporal  Element — Assesses  what  the  chances 
are  for  an  accident  to  occur  within  a  given  period 
of  time,  or  when. 

Basis  for  Criteria 

In  practice,  safety  criteria  are  generally  established  on  a 
progressive  scale  with  the  most  severe  restrictions 
imposed  for  locations  with  the  greatest  potential  for 
aircraft  accidents.  The  fact  that  aircraft  accidents  have 
historically  occurred  most  often  in  locations  closest  to 
airport  runways  prompted  the  FAA  to  develop  airport 
safety  areas  and  runway  protection  zones  (formerly 
known  as  "clear  zones").  The  FAA  has  likewise  adopted 
airport  imaginary  surfaces  for  heliports.  However,  there 
are  no  Federal  laws  or  regulations  that  set  safety  cnteria 
for  helipad  environs  land  use,  except  with  respect  to 
obstruction  clearance  (approach  protection) 
requirements. 

FAA  safety  criteria  for  helipads  are  focused  pnmanly  on 
the  protection  of  the  approach  and  departure  corridors  to 
and  from  the  helipad.  The  1993  Caltrans  "Airport  Land 
Use  Planning  Handbook"  contained  information  based  on 
extensive  research  into  the  distribution  of  fixed-wing 
aircraft  accidents  (but  not  for  helicopters),  which  was 
designed    to    provide    a    better   foundation    for  the 


FAA.  Federal  Aviation  Regulations.  Part  77.  "Objects  Affecting 
Navigable  Airspace."  Section  77.29. 
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establishment  of  safety  criteria.  The  2002  Handbook 
updated  this  information,  and  even  with  the  new  data,  it 
concedes  that  the  question  of  what  may  or  may  not  be 
safe  is  still  based  on  what  the  local  community  may 
consider  to  be  acceptable  risk.8  Hence,  there  is  actually 
little  in  the  way  of  finite  criteria  available  to  local  planning 
agencies  with  respect  to  the  certainty  of  specific  safety 
standards  for  the  airport  or  heliport  environs. 

As  part  of  the  research  conducted  for  the  1993 
Handbook,  data  were  gathered  regarding  the  probable 
effects  of  a  small  fixed-wing  aircraft  colliding  with  a 
typical  house  or  other  small  building.9  These  data  and 
conclusions  are  equally  valid  for  small  helicopters  (i.e., 
those  weighing  less  than  12,500  pounds)  and  were 
carried  forward  in  the  updated  Handbook  unchanged. 
The  consequences,  then,  of  an  aircraft  or  helicopter 
colliding  with  a  building  were  found  to  be  affected  by 
many  variables,  including: 

•  The  aircraft  weight 

•  The  amount  of  fuel  on  board 

•  The  speed  of  the  aircraft,  both  horizontally  and 
vertically,  at  the  time  of  the  crash 

•  The  angle  of  contact  with  the  structure  (e.g.,  head- 
on  or  glancing) 

•  The  aircraft's  attitude  when  the  collision  occurred 

•  The  composition  of  the  building's  surface  material 
at  the  point  of  impact 

•  The  occurrence  and  extent  of  fire  after  the  impact 

The  study  determined  that  the  combination  of  these 
variables  was  so  great  as  to  preclude  definitive 
conclusions.  The  effects  could  only  be  estimated  within  a 
wide-range  of  possibilities.  To  the  extent  that  any 
meaningful  could  be  reached  from  the  data  obtained, 
they  can  be  summarized  as  follow: 

•  Significance  of  Aircraft  Size — Other  factors 
being  equal  (which  in  reality  they  never  are),  more 
damage  will  be  produced  by  larger  or  faster 
aircraft  than  by  smaller  or  slower  ones.  The 
amount  of  kinetic  energy  produced  by  a  small,  but 
fully  loaded,   single-engine   airplane  flying  at 


8  Op.  cit,  P.  3-7. 

9  Op.  cit.  P.  8-24. 
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minimum  speed  is  equivalent  to  that  of  a  small 
automobile  traveling  at  about  55  miles  per  hour. 
By  comparison,  a  cabin-class  twin-engine  aircraft 
(or  comparably-sized  helicopter)  would  generate 
kinetic  energy  similar  to  that  of  a  loaded  10-ton 
truck  traveling  at  50  miles  per  hour.10 

•  Aircraft  Design  Factors — Unlike  automobiles, 
aircraft  are  not  designed  for  collisions.  The 
disintegration  of  the  wings  and  fuselage  of  a  small 
general  aviation  aircraft  as  it  collides  with  a 
building  dissipates  much  of  the  kinetic  energy  that 
would  otherwise  be  delivered  to  the  structure.  The 
same  holds  true  for  helicopters,  except  that  the 
rotors  would  take  the  place  of  the  airplane's  wings. 

•  Frequency  of  Occurrence — General  aviation 
aircraft  and  helicopter  collisions  with  buildings  of 
any  kind,  and  residences  in  particular,  happen 
relatively  infrequently,  regardless  of  what  the 
evening  news  might  imply. 

•  Range  of  Consequences — When  an  aircraft 
collides  with  a  building,  the  results  can  range  from 
insignificant  to  catastrophic.  Neither  data  nor 
analyses  can  predict  the  actual  effects  of  a 
particular  incident. 

Injuries  to  people  on  the  ground  (i.e..  people  who  are  not 
occupants  of  the  aircraft)  as  a  result  of  general  aviation 
aircraft  accidents  occur  even  less  frequently  than 
collisions  with  buildings.1'  Most  such  accidents  take 
place  on  airports.  National  data  on  injuries  to  people  in 
residences  and  other  buildings  over  a  19-year  period 
indicate  that  only  3.1  accidents  per  year  resulted  in  fatal 
or  serious  injuries  to  people  on  the  ground.  These  data 
were  for  both  helicopters  and  fixed-wing  aircraft  For 
helicopters  only,  the  accident  rate  would  be  substantially 
less,  and  even  less  for  air  medical  helicopters. 

HEMS  Accident  Data  Base 

Dr.  Blumen's  study  included  a  comprehensive  analysis 
of  various  data  bases  to  identify  individual  helicopter 


James  L.  McElroy.  "Aircraft  Accidents  m  the  Vicinity  of  Airports." 
January  1973. 
"  2002  Handbook.  P.  8-31. 
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emergency  medical  services  (HEMS)  accidents  and  their 
corresponding  fatalities  and  injuries.12  The  research 
model  developed  by  Dr.  Blumen  and  UCAN  estimated 
that  since  1972,  HEMS  have  flown  around  3.0  million 
hours  and  transported  2.75  million  patients  with  only  162 
accidents  involving  medical  helicopters  and  four 
accidents  involving  dual-purpose  helicopters  in  the 
United  States.13  Of  these  accidents,  67  resulted  in 
fatalities.  There  were  183  people  killed.  Of  these,  144 
were  crewmembers.  This  calculates  out  to  approximately 
1  fatal  accident  for  every  45,000  hours  flown,  or  2.3  fatal 
HEMS  accidents  per  year  on  average  and  2.73  persons 
(2.15  crewmembers/0.58  patients)  killed  per  fatal 
accident.  The  data  do  not  indicate  any  incidental 
fatalities  on  the  ground. 

When  looked  at  over  the  short  term,  there  has  been  an 
average  of  2.5  fatal  HEMS  accidents  per  year  since 
1990.  These  accidents  have  taken  the  lives  of  from  5-6 
HEMS  crewmembers  each  year.  Given  these  data,  it 
may  be  concluded  that  there  is  the  potential  for  one  fatal 
accident  for  every  45,000  hours  flown  by  HEMS  aircraft, 
or  from  2.3  to  2.5  potentially  fatal  HEMS  accidents  per 
year.  Each  accident  could  result  in  the  deaths  of  from 
2.15  to  2.4  crewmembers  and  less  than  one  patient 
death  per  accident. 

Given  these  potential  accident  rates,  the  question  then 
becomes  one  of  the  safety  records  of  the  HEMS 
providers  that  would  serve  San  Francisco  General 
Hospital.  As  noted  above,  the  three  most  likely  providers 
are:  REACH  (based  in  Santa  Rosa  and  Concord), 
CALSTAR  (based  in  Concord),  and  Stanford  Life  Flight 
(based  in  Palo  Alto). 

REACH  has  had  sixteen  years  of  accident  free  service, 
with  18,000  hours  combined  flying  time  and  almost 
15,000  patient  transfers.  This  is  the  equivalent  of 
approximately  920  patients  per  year.  CALSTAR  has 
been  in  business  for  nineteen  years  with  no  accidents  or 
incidents.  The  company  has  25,000  flight  hours  and  has 
transported  19,000  patients.  CALSTAR  transports  an 
average  of  1 ,000  patients  per  year.  Stanford  Life  Flight 
has  also  been  in  business  for  nineteen  years,  and  has 


12  Blumen  et  al.,  P.  ii. 

13  Op.  cit.,  P.  ii. 

14  Ibid. 
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flown  an  estimated  14,250  accident-free  hours. Vj  Life 
Flight  has  transported  9,500  patients,  or  an  average  of 
500  patients  per  year 

These  three  HEMS  providers  fly  a  combined  estimated 
average  of  3,191  hours  per  year,  or  an  individual  average 
of  1,064  hours  per  year.  On  the  basis  of  Dr.  Blumen's 
data  of  one  fatal  accident  for  every  45,000  hours  (2.2 
fatal  accidents  per  100,000  hours)  flown  since  1990,  the 
three  HEMS  providers  have  demonstrated  an  exemplary 
safety  record. 

Dr.  Blumen's  study  also  looked  at  varying  rates  of  fatal 
accidents  for  different  time  periods  and  determined  that 
the  average  HEMS  provider  flew  an  estimated  911  hours 
per  year  and  experienced  fatal  accident  rates  of  from 
1.38  to  1.69  accidents  per  100,000  hours  flown. !e  Using 
the  above  high  and  low  rates  (2.2  and  1.38  fatal 
accidents  per  100,000  hours),  any  one  HEMS  provider 
could  expect  to  have  a  fatal  accident  once  every  49.9  to 
79.3  years  on  average.  Using  the  above  average  of 
1,064  hours  flown  per  year  by  the  three  HEMS  providers 
most  likely  to  use  the  SFGH  helipad,  the  potential  for  a 
fatal  accident  would  be  once  in  a  period  of  from  42.7  to 
68.1  years.  However,  this  statistic  does  not  tell  the 
complete  story. 

When  Do  HEMS  Accidents  Occur? 

It  is  important  to  note  that  the  above  accident  potentials 
apply  to  all  phases  of  the  HEMS  flight  operation,  and  not 
just  to  landings  or  takeoffs  at  the  hospital  helipad.  A 
typical  air  medical  transport  operation,  whether  an 
accident  scene-hospital  transfer  or  hospital-hospital 
transfer,  involves  three  takeoffs,  three  enroute  segments 
and  three  landings. 

The  time  of  day,  type  of  mission  (purpose  of  the  flight), 
and  phase  of  flight  are  all  important  considerations,  and 
all  have  their  own  accident  rates.  For  example,  nighttime 
air  medical  transport  flights  average  38%  of  total  flights, 
but  account  for  49%  of  the  HEMS  accidents/7  Helicopter 
flight  phases  include  takeoff,  maneuvering,  climb,  cruise. 


Life  Flight  has  had  one  incident  involving  a  wire  strike  at  a  scene  pickup 
during  this  period.  The  FAA  differentiates  between  accidents  and  incidents 
16  Op.  cit.  P.  rv. 

Op.  cit.  P.5. 
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descent,  approach,  hover  and  landing.  Most  helicopter 
accidents  occur  during  the  cruise  phase  (36%).18  The 
second  most  occur  during  takeoff  (26%),  with 
maneuvering,  landing,  and  approach  accounting  for  9% 
each.  The  hover  phase  accounts  for  about  5-6%  of  total 
accidents,  and  climb  and  descent  accounting  for  about 
2%  each.  Flying  into  poor  weather  conditions  was  cited 
as  the  primary  cause  of  cruise-phase  accidents, 
particularly  that  of  flying  into  instrument  meteorological 
conditions  (IMC)  while  enroute.19 

The  Blumen-UCAN  study  gave  considerable  attention  to 
the  accident  rates  associated  with  the  purpose  of  a  given 
flight.  The  study  identified  three  basic  HEMS  mission 
accident  types:  non-patient  accidents,  scene  accidents, 
and  interhospital  accidents.  Non-patient  accidents  (e.g., 
training,  PR,  maintenance,  fueling)  accounted  for  18%  of 
all  HEMS  accidents.  Scene  accidents  accounted  for  35% 
of  all  accidents,  and  interhospital  accidents  accounted  for 
the  remaining  47%.  Of  these  accidents,  65%  were 
classified  as  pilot  error  and  25%  were  mechanical 
failures.  The  remaining  10%  of  causal  factors  were  yet  to 
be  determined  or  unknown. 


SFGH  Accident  Potential 


Based  on  the  above  information,  the  potential  for  a  fatal 
helicopter  accident  at,  or  on  approach  to  or  departure 
from,  a  San  Francisco  General  Hospital  Helipad  is  a 
function  of  the  overall  accident  potential,  the  operational 
phase,  and  the  percentage  of  time  the  helicopters  would 
use  SFGH  (as  opposed  to  other  hospital  helipads  or 
accident  scenes).  As  noted  above,  the  fatal  accident 
potential  for  any  one  of  the  three  SFGH  HEMS  providers 
is  one  per  every  52.7  to  68.1  years.  But,  since  not  all 
operations  by  these  HEMS  providers  would  be 
conducted  at  SFGH,  further  refinement  is  necessary. 

Some  operations  would  be  scene  to  hospital  transfers 
and  others  would  be  hospital-to-hospital  transfers.  Only 
one-third  of  the  operations  involved  in  transporting  these 
patients  would  involve  SFGH.  It  is  estimated  that  only 
about  23%  of  all  transfers  by  the  three  HEMS  providers 
would  involve  SFGH.  Also,  36%  of  all  accidents  occur  in 
the  cruise  phase,  leaving  64%  involving  all  other  phases. 


18rbid. 
19  ibid. 
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The  cruise  phase  has  no  direct  bearing  on  helicopter 
safety  at  or  near  SFGH.  When  all  of  these  factors  are 
considered,  the  probability  for  a  fatal  accident  at  or  near 
SFGH  by  any  one  of  the  three  anticipated  HEMS 
providers  would  be  on  the  order  of  one  in  1 ,329  to  1,717 
years,  or  roughly  one  in  1,500  years.20  While  the 
potential  for  a  fatal  helicopter  accident  at  or  near  SFGH  is 
not  zero,  the  fact  remains  that  helicopter  emergency 
medical  services  operations  are  not  unsafe. 

HEMS  Accident  Rate  Comparison 

Dr.  Blumen  and  the  UCAN  Safety  Committee  compared 
the  average  accident  rates  for  the  various  types  of 
aviation  operations,  helicopters  and  HEMS  operators  for 
the  period  of  1982-1999,  and  for  10-years  and  5-years, 
respectively.  The  18-year  average  accident  rate  for 
HEMS  operations  was  below  that  for  civilian  helicopters 
overall  and  general  aviation.21  For  the  10-year  average. 
HEMS  was  fifty  percent  less  than  for  helicopters  and 
general  aviation.  Over  the  past  five  years,  the  HEMS 
accident  rate  went  up,  but  was  still  significantly  less  than 
for  all  helicopter  operations  and  general  aviation. 

Fatal  accidents  were  another  matter,  however.  HEMS 
fatality  rates  surpassed  all  other  components  of  civil 
aviation  over  the  18-year  study  period,  but  were  less  than 
for  all  helicopters  and  general  aviation  for  the  10-year 
period.  The  HEMS  fatality  rate  surpassed  both 
helicopters  and  general  aviation  for  the  5-year  period  " 
For  statistical  comparison  purposes,  Blumen  and  UCAN 
extrapolated  an  annual  fatality  rate  of  196  per  100.000 
crewmembers.23  The  actual  rate  may  be  closer  to  68 
annual  fatalities  per  100.000  HEMS  aircrew  members 
(based  on  6  aircrew  member  fatalities  annually  out  of  a 


:o  The  formula  is  Psfgh  =  P|  /(As+A*)  x  U$(gh  x  Op  Where  P^,  is  the 
probability  of  a  fatal  HEMS  accident  at  SFGH.  P,  ■  Overall  local  HP  MS 
fatal  accident  potential  ( 1  in  52.7  to  68. 1  years)  A,  =  %  scene  accidents  at 
receiving  hospitals  (0.35  X  0.33)  =  0.1 155.  A,  =  1  hospital-to-hospital 
related  accidents  (0.47  X  0.33)  =  0.1551.         =  %  of  total  HEMS 
operations  to  from  SFGH  (0.229).  Op  ■  %  operational  phases  minus  cruise 
(1.0 -  0.36)  =  0.64. 

:i  General  aviation  is  defined  as  all  civil  aviation  except  that  classed  as  air 
carrier  or  air  taxi. 
::  Blumen  et  al.  P.  IV. 

"3  The  actual  projected  annual  fatality  rate  is  1  96  peT  thousand 
crew-members,  based  on  an  estimated  S.~92  HEMS  crewmembers.  and 
extrapolated  to  100.000.  This  totals  17.23  crew  fatalities,  which  is  over 
seven  times  the  2.4  annual  crewmember  fatalities  mentioned  earlier 
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population  of  8,792  crewmembers)  based  on  conflicting 
information  in  Blumen's  study.  Nonetheless,  it  must  be 
pointed  out  that  this  high  rate  may  be  grossly 
exaggerated,  when  one  considers  the  small  HEMS 
crewmember  population.  Regardless,  as  can  be  seen 
below,  68  fatalities  per  100,000  are  significant. 

Risk  Assessment  Factors 

The  above  data  can  be  compared  to  the  findings  of  the 
National  Safety  Council,  which  prepares  statistics  on  the 
leading  causes  of  death  from  injuries  in  the  United 
States.  In  its  "Report  on  Injuries,  2001,"  the  Council 
noted  that  the  leading  causes  of  fatal  unintentional 
injures  had  not  changed  during  the  period  1970-1998, 
except  that  "suffocation  by  ingested  object  (choking)" 
supplanted  "fires  and  burns"  as  the  fifth  leading  cause  of 
accidental  death.  There  were  97,300  unintentional  injury 
deaths  in  the  U.S.  in  2000.  The  leading  causes  of 
unintentional-Injury  deaths  for  1998  (the  latest  available 
figures)  were  motor  vehicles  (43,501),  falls  (16,274), 
poisoning  (10,255),  drowning  (4,406),  and  choking 
(3,515).  Bicycling  accounted  for  about  800  deaths  in 
collisions  with  motor  vehicles. 

Deaths  and  Injuries  in  the  Community.  In  2000,  there 
were  22,000  fatalities  attributable  to  death  in  public 
places  or  places  used  in  a  public  way  and  not  involving 
motor  vehicles.  Most  sports,  recreation,  and 
transportation  deaths  are  included,  but  work-related 
deaths  are  not.  The  five  leading  causes  of  fatal 
accidents  in  the  community  are  falls,  drowning,  air,  water, 
and  rail  transportation.  The  data  are  not  broken  out  by 
each  category  and  air  transportation  accidents  include 
both  commercial  air  carrier  and  general  aviation. 
However,  historical  data  for  deaths  related  to  air 
transportation  indicate  a  rate  of  0.3  deaths  per  100,000 
population.  Again,  this  statistic  includes  not  only  deaths 
in  private  flying  accidents,  but  also  passengers  killed  in 
commercial  aviation  accidents  and  military  aviation 
accidents.  Crewmembers  are  not  included  in  the 
statistic,  but  the  deaths  of  people  on  the  ground  killed  as 
a  result  of  the  accident  are  included. 

Historically,  the  rate  of  deaths  from  unintentional  injuries 
per  100,000  population  have  approximated  the  following: 

Motor  Vehicle  Accidents  1 7.3 
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Falls 

Poison 

Drowning 

Fires/Burns 

Other 


5.0 
2.3 
1.8 
1.6 
7.4 


Total 


35.4 


In  statistical  terms,  and  based  on  the  above,  an  individual 
who  is  not  an  air  crewmember  is  over  100  times  more 
likely  to  die  from  an  injury  sustained  in  any  other  form  of 
accident  than  one  involving  air  transportation,  and  almost 
60  times  more  likely  to  die  from  an  injury  sustained  in  an 
automobile  accident.  Statistically,  involvement  in  a  fatal 
general  aviation  accident  is  even  less  likely.  However, 
for  HEMS  aircrew  members,  the  odds  are  not  so 
favorable. 

On  the  other  hand,  being  a  patient  transported  by  a 
HEMS  helicopter  is  relatively  safe,  by  comparison.  Over 
a  period  of  22  years,  Blumen  and  UCAN  estimated  that  a 
total  of  2,745,207  patients  were  transported  by  HEMS 
providers.24  Of  these,  only  21  patients  lost  their  lives  in 
HEMS  accidents.  This  corresponds  to  a  death  rate  of 
0.76  per  100,000  patients  flown.  If  a  patient  survives  a 
motor  vehicle  accident,  a  fall,  or  fire,  there  is  a  very  high 
likelihood  of  he  or  she  making  it  to  the  hospital  safely 
when  transported  by  an  air  medical  helicopter. 

Airspace  Protection 

The  protection  of  an  airport's  airspace  (i.e..  the  area 
above  ground  level  used  for  the  maneuvering  of  aircraft 
in  flight)  is  critical  to  reducing  the  potential  for  aircraft 
accidents.  The  same  is  true  for  a  helipad,  and  airspace 
protection  is  an  essential  component  of  helipad  land  use 
compatibility  planning. 

Compatibility  Objectives 

To  avoid  the  development  of  land  uses  which,  by  posing 
hazards  to  flight,  can  increase  the  risk  of  an  accident.  Of 
particular  concern  are: 

•  Obstructions  to  airspace. 

•  Land  uses  that  attract  birds,  or  create  visual  or 
electronic  interference  with  air  navigation. 

2*  Op.  cit.  P.  v. 
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Measurement 

Requirements  for  airspace  protection  are  a  function  of 
several  variables  distinct  to  each  helipad,  including: 

•  The  dimensions  and  layout  of  the  final  approach 
and  takeoff  area  (FATO). 

•  The  type  of  operating  procedures  established  for 
the  helipad  (visual  or  instrument  operations). 

•  The  performance  characteristics  of  the  helicopters 
operating  at  the  helipad. 

Compatibility  Strategies 

Strategies  for  the  protection  of  the  helipad's  airspace  are 
related  directly  to  the  type  of  potential  hazard: 

•  Airspace  Obstructions — Buildings  and  other 
structures,  trees,  and  antennae  should  be  limited 
in  height  so  as  not  to  penetrate  any  of  the  FAR 
Part  77  heliport  obstruction  clearance  surfaces, 
thereby  avoiding  potential  hazards  to  flight.  Any 
structure  or  object  that  penetrates  these  three- 
dimensional  surfaces  is  considered  to  be  an 
obstacle,  obstruction  or  major  obstruction 
depending  on  the  degree  of  penetration.  Major 
obstructions  may  affect  the  aeronautical  use  of  the 
airspace. 

•  Other  Hazards  to  Flight— Land  uses  that 
generate  smoke,  glare,  electromagnetic 
interference  or  other  hazards  to  flight,  including 
bird  attractants  should  be  avoided  or  modified  to 
achieve  compatibility. 

Basis  for  Criteria 

The  criteria  for  determining  airspace  obstructions  and 
other  hazards  to  flight  have  been  established  in  the 
Federal  Aviation  Regulations  (FARs)  and  other 
regulations  and  guidelines  since  the  mid-1 970's.  FAR 
Part  77,  "Objects  Affecting  Navigable  Airspace"  sets  forth 
the  criteria  to  be  used  for  protecting  the  airspace  around 
a  helipad. 

Finding.  The  preliminary  rooftop  helipad  designed  for 
San  Francisco  General  Hospital  is  in  conformity  with  FAA 
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airspace  protection  criteria,  with  the  exception  that  some 
rooftop  antennae  and  other  protuberances  may  have  to 
be  relocated  away  from  the  immediate  area  of  the 
helipad. 

Overflight 

Of  the  various  compatibility  categories  aircraft  overflight 
is  the  most  subjective.25  The  issue  of  aircraft  overflight  is 
primarily  a  perceptual  issue  relating  to  safety  and  is  more 
common  to  residential  uses  than  to  commercial,  office  or 
industrial  uses.  This  is  based  on  the  fact  that  many 
people  are  sensitive  to  the  frequent  presence  of  aircraft 
overhead  even  at  noise  levels  lower  than  typically 
considered  significant  (i.e.,  under  DNL  65dB).  This 
sensitivity  is  often  expressed  in  terms  of  fear  or 
annoyance  by  people  residing  in  communities  around  an 
airport.  However,  this  category  of  compatibility  concern 
is  not  one  for  which  many  communities  have  adopted 
policies  or  planning  criteria.  However,  it  must  also  be 
pointed  out  that  the  FAA  has  full  authority  for  the  control 
of  aircraft  in  flight. 

Compatibility  Objectives 

In  one  sense,  the  compatibility  objective  for  overflight  is 
the  same  as  for  noise,  i.e.,  avoid  overflying  sensitive  land 
uses  that  can  lead  to  annoyance  and  complaints 
However,  this  is  not  always  possible  given  the  broad 
geographic  area  subject  to  overflight  by  air  medical 
helicopters  arriving  or  departing  a  helipad  at  SFGH. 

Measurement 

Empirical  studies  have  documented  that  not  just  noise, 
but  the  absolute  number  of  overflights  in  a  given 
residential  area  are  key  factors  for  annoyance  Generally 
concerns  about  overflights  are  highest  in  close-in  areas 
under  arrival  and  departure  tracks. 

Compatibility  Strategies 

The  best  strategy  to  avoid  potential  annoyance  from 
aircraft  overflight  is  to  avoid  overflying  noise  sensitive 


As  the  term  is  applied  here,  an  overflight  means  any  distinctly  visible  or 
audible  passage  of  an  aircraft,  and  not  necessarily  one  that  is  directly 
overhead 
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residential  uses.  A  good  noise  abatement  strategy, 
especially  for  helicopters,  is  to  use  transportation 
corridors  (e.g.,  freeways,  highways)  as  much  as  possible 
before  lining  up  for  final  approach  to  the  helipad. 

Basis  for  Criteria 

Experience  is  the  best  teacher,  and  many  airports  and 
heliports  have  learned  that  noise  abatement  flight 
procedures  may  be  necessary  to  minimize  the  potential 
for  annoyance  and  complaints  from  surrounding 
neighborhoods.  Conversely,  other  helicopter  operations 
in  the  area,  such  as  news  helicopters  and  traffic 
reporters,  may  color  community  attitudes  toward  a 
hospital  helipad.  Hence,  any  noise  abatement  overflight 
procedures  for  a  hospital  helipad  should  be  looked  at  in 
a  broader  context. 

Conclusions 

There  are  a  number  of  conclusions  that  can  be  drawn 
from  the  above  data  and  analyses.  First  and  foremost  is 
the  fact  that  air  medical  helicopter  operations  are  not 
inherently  unsafe,  but  accidents  can  and  do  happen. 
Secondly,  should  an  accident  occur  as  a  result  of  air 
medical  helicopter  operations  at  San  Francisco  General 
Hospital,  the  greatest  danger  would  be  to  the  aircrew 
members.  There  is  little  evidence  to  support  any  danger 
to  surrounding  neighborhoods,  even  though  some  of 
these  neighborhoods  could  be  subject  to  helicopter 
overflight. 
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NOISE  ANALYSIS 


Introduction 

A  preliminary  study  to  assess  the  noise  impact  of  pro- 
posed helicopter  operations  at  San  Francisco  General 
Hospital  (SFGH)  was  conducted  by  Charles  M.  Salter 
and  Associates  in  January  2003.  This  purpose  of  the 
study  was  to  help  in  determining  the  feasibility  of  locating 
a  dedicated  helipad  on  the  medical  campus  of  SFGH. 

The  helipad  site  study  in  Chapter  4  identified  five  possi- 
ble sites.  The  rooftop  of  the  Main  Hospital  building  on 
Wing  C  is  one  of  the  proposed  locations  that  was  studied. 
For  the  purposes  of  this  study,  the  noise  contour  results 
were  based  on  locating  the  helipad  at  this  site.  The  other 
sites  will  be  covered  in  a  more  detailed  environmental  re- 
view at  a  later  time. 

The  primary  conclusion  of  the  study  is  that  there  would 
be  an  incidental  noise  increase  in  the  general  area  of  the 
helipad  from  the  proposed  1-3  daily  operations  The 
higher  noise  levels  will  be  contained  on  the  hospital  cam- 
pus within  the  immediate  vicinity  of  the  helipad.  The 
noise  levels  of  individual  overflights  may  prove  to  be  an 
annoyance,  but  the  impact  will  be  minimal  due  to  the 
relatively  low  number  of  anticipated  operations. 

This  chapter  documents  the  field  noise  study,  and  de- 
scribes the  results.  The  noise  criteria  used  to  assess  the 
impact  of  the  helipad  is  discussed  in  the  first  section  The 
following  two  sections  describe  existing  sound  levels  at 
three  sites  in  the  community  and  their  predicted  sound 
levels  due  to  helicopter  operations  The  assessment  of 
noise  impact  is  presented  in  the  last  section. 
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Noise  Impact  Criteria 

Noise  Measurement  Methods 

The  noise  impacts  of  helicopter  operations  can  be  based 
on  the  cumulative  noise  exposure  of  multiple  operations 
over  daily  periods.  The  noise  method  that  was  utilized 
was  Day-  Night  Average  Sound  Level,  or  DNL,  which  is 
the  sum  of  daily  sound  exposure  for  a  given  period,  or 
the  sound  exposure  level  for  a  number  of  specific  events 
within  a  time  period.  This  noise  metric  was  based  on  so- 
cial survey  research  that  was  conducted  over  the  years 
to  quantify  people's  reaction  to  noise  exposure  levels  in 
the  community.  It  divides  24  hours  into  two  time  periods: 
7  AM  to  10  PM  is  characterized  as  day  and  10  PM  to  7 
AM  is  identified  as  nighttime  hours.  For  events  that  oc- 
cur during  the  nighttime  hours,  a  night  penalty  of  10  dB  is 
added  to  take  into  account  the  greater  sensitivity  of  peo- 
ple to  sounds  that  occur  during  these  time  periods.  The 
measurement  unit  of  sound  is  the  decibel,  or  dB  (just  as 
the  unit  to  measure  temperature  is  the  degree  or  the  unit 
of  length  is  the  inch  or  foot). 

Consider  a  car  driving  on  a  local  street.  Before  the  sound 
of  the  car  is  heard  there  is  already  some  sound  that  may 
be  heard  in  the  area,  called  background  or  ambient 
sound.  This  background  sound  may  be  due  to  distant 
traffic,  wind  in  the  trees,  people  talking,  etc.  As  the  car 
approaches  the  listener  the  sound  due  to  the  car  can  first 
be  heard  just  above  the  background  sound,  and  then  the 
sound  of  the  car  increases  as  the  car  gets  closer.  As  the 
car  passes  the  listener  the  sound  reaches  its  highest 
level;  this  level  is  called  the  maximum  sound  level.  The 
sound  level  than  decreases  and  fades  into  the  back- 
ground sound  level  as  the  car  drives  farther  away.  This 
maximum  sound  level  will  depend  on  several  factors 
such  as  the  type  of  car  (some  cars  are  louder  than  oth- 
ers), the  speed  of  the  car  (higher  speed  causes  higher 
maximum  sound  levels),  and  the  distance  between  the 
car  and  the  distance  (the  maximum  sound  is  lowered  if 
the  listener  moves  farther  away  from  the  street). 

In  a  similar  manner  the  maximum  sound  level  of  a  heli- 
copter when  it  is  flying  overhead  represents  the  highest 
sound  level  that  will  be  heard  during  the  flyover.  This 
level  will  also  depend  on  the  type  of  helicopter,  the  speed 
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and  type  of  operation  (approach,  departure,  or  level  fly- 
over), and  the  distance  between  the  helicopter  and  the 
listener.  Often  it  is  not  possible  to  measure  the  noise 
level  of  the  helicopter  because  it  is  below  the  level  of  the 
background  noise.  However,  it  is  possible  to  identify  the 
sound  as  belonging  to  a  helicopter  since  it  has  a  distinct 
noise  signature. 

DNL  as  a  background  measure  is  a  cumulative  noise 
measure  based  on  an  average  of  all  the  sounds  occur- 
ring during  a  typical  24-hour  period.  DNL  was  originally 
developed  by  the  federal  government  as  a  measure  of 
land  use  compatibility  and  is  used  in  every  state  in  the 
Union  with  the  exception  of  California.  The  cities  and 
counties  of  California  typically  use  Community  Noise 
Equivalent  Level  (CNEL),  which  like  DNL  is  very  useful 
for  making  land  use  planning  decisions.  Both  measures 
are  almost  identical.  The  distinguishing  feature  is  that 
CNEL  divides  the  24-hour  period  into  three  time  periods 
thereby  adding  a  weighting  factor  of  5  dB  for  events  oc- 
curring in  the  evening  hours  (defined  as  between  7  PM  to 
10  PM).  Both  noise  exposure  methods  contain  a  10  dB 
correction  factor  applied  to  nighttime  sounds  levels  to  ac- 
count for  increase  annoyance  during  the  night  hours. 

The  day-night  sound  level  was  introduced  as  a  simple 
method  for  predicting  the  effects  on  a  population  of  the 
average  long-term  exposure  to  environmental  noise.  It 
can  be  derived  directly  from  an  A-weighted  sound  expo- 
sure level. 

DNL  was  chosen  for  this  report  because,  the  City  and 
County  of  San  Francisco  use  this  noise  measure  in  their 
Land  Use  Compatibility  Chart  for  Community  Noise  found 
in  the  General  Plan.  The  Planning  Department  uses  this 
as  a  guideline  for  new  development  and  for  the  assess- 
ment of  land  uses.  Research  over  the  years  has  estab- 
lished criteria  which  relate  the  acceptability  of  vanous 
noise  environments  in  terms  of  the  DNL  level  to  different 
land  uses  (see  Table  6-1-  Land  Use  Compatibility  Chart). 
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Table  6-1 

LAND  USE  COMPATIBILITY  CHART  FOR  COMMUNITY  NOISE 


Sound  Levels  and  Land  Use  Consequences 

LAND  USE  CATEGORY 

U.V-i'ui-  Kinmbris 
5S      BO      BS      70      75      80  83 


RESIDENTIAL   All  Ihvi  llinjjs.  c:rt«i|i  Quarters 

mm 

m 

5889*5 

TRANSIENT  LODGING   Hotels.  Molels 

... 

■m& 

XvX-a 

SCHOOL  CLASSROOMS.  LIBRARIES,  CHURCHES.  HOSPITALS. 
NURSING  HOMES,  ETC 

AllDrTORIUMS,  CONCERT  iiAU.5.  AMPHITHEATRES. 
musk:  shki  j.s 

mm 

SPORTS  ARENA  OUTDOOR  SPECTATOR  SPORTS 

■mm 

PLAYGROUNDS,  PARKS 

sss 

ays5 

GOLP  COURSES,  RIDING  STABLES.  WATER-BASED 
RECREATION  AREAS.  CEMETERIES 

;;W:S 

OFFICE  BUILDINGS   Personal.  Business,  and  Professional  Services 

m<  r.:  j  . 
'  >>> 

%:*3l 

COMMERICAL  Retail.  Movie  Theatres.  Restaurants 

K->>>> 

M 

COMMERCIAL   Wholesale  and  Some  Retail,  lndustriai.'Manufur.. 
turii;&'l>iinspurlat  ion,  Communications  and  Chillies 

:•  :•:.:•: 

MANUFACTURING  Nube-Stnailtw 
COMMUNICATIONS  Noise-Ssnsitlv,' 

in 

am 

Satisfactory,  with  no  special  noise  insulation  requirements. 
New  construction  or  development  should  be  undertaken  only  after 


*  detailed  analysis  of  the  noise  reduction  requirements  is  made 
and  needed  noise  insulation  features  included  in  the  design. 


New  construction  or  development  should  generally  be  discouraged. 
If  new  construction  or  development  does  proceed,  a  detailed  analysis 
of  the  noise  reduction  requirements  must  be  made  and  needed  noise 
insulation  features  included  in  the  desdign. 

I ,    jjj§H  New  construction  or  development  should  generally  not  be  undertaken. 


The  FAA  uses  an  alternate  cumulative  noise  measure, 
the  24-hour  equivalent  sound  level,  Leq.  The  24-hour 
Leq  is  also  an  average  of  all  the  sounds  occurring  during 
a  full  day,  but  without  any  weighting  factors  for  time  peri- 
ods. This  measure  was  used  to  analyze  the  everyday 
occurring  background  noise  in  the  neighborhoods  adja- 
cent toSFGH. 

DNL  can  be  measured  with  a  special  type  of  sound  level 
meter  called  an  integrated  sound  level  meter;  a  meas- 
urement period  of  at  least  24  hours  is  required.  Alter- 
nately, DNL  due  to  a  particular  sound  source  such  as 
helicopter  can  be  calculated  from  measurements  or  esti- 
mates of  the  sound  exposure  levels  (SEL)  of  individual 
operations  if  the  number  and  time  of  such  operations  dur- 
ing a  24-hour  period  are  known. 
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Impact  Criteria 

It  is  useful  to  consider  the  sound  levels  that  are  routinely 
experienced  in  the  community  which  is  in  the  vicinity  of 
the  proposed  helipad.  For  example,  the  maximum  sound 
level  from  a  typical  passenger  car  about  50  ft  away 
traveling  on  a  local  street  at  35  mph  is  60  to  70  dBA. 
Under  the  same  conditions  the  maximum  sound  level  of  a 
bus  or  truck  is  between  78  and  90  dBA.  The  noise  level 
of  a  leaf  blower  can  be  between  80  and  95  dBA.  All  of 
these  everyday  noise  events  and  more  are  potential 
noise  sources  which  when  measured  over  a  24-hour 
period  comprise  the  typical  background  noise  level.  It  is 
against  this  tapestry  of  sound  levels  that  the  helicopter 
noise  event  is  compared. 

Land  use  compatibility  guidelines  have  been  established 
by  several  federal  agencies  and  many  cities  and  counties 
in  California  and  are  usually  found  in  their  General  Plan 
Noise  or  Land  Use  Elements.  These  compatibility  guide- 
lines typically  show  that  residential  land  use  is  incompati- 
ble with  a  CNEL/DNL  higher  than  65  dB.  This  agrees 
with  the  recommendations  in  the  City  of  San  Francisco  s 
Land  Use  Compatibility  Chart.  Hospitals  or  nursing 
homes  are  acceptable  within  DNL  levels  of  65  dB. 
Commercial  and  office  buildings  can  exist  within  DNL 
noise  contours  of  70  to  80  dB. 


EXISTING  SOUND  LEVELS 

Traffic  is  the  dominant  source  of  noise  in  the  area  around 
the  proposed  helipad,  particularly  near  the  Highway  101 
freeway  and  in  the  vicinity  of  major  streets  such  as  Pot- 
rero  and  Vermont  Avenues.  The  background  noise  was 
measured  in  24-hour  DNL  and  Leq  at  3  different  sites  as 
noted  in  Figure  6-1.  Site  1  was  on  Potrero  Ave.  The  sec- 
ond site  was  in  a  residential  area  to  the  south  of  SFGH 
on  San  Bruno.  The  third  site  was  in  the  Potrero  Hill  Dis- 
trict where  the  background  noise  levels  were  dominated 
by  Highway  101  traffic.  A  detailed  discussion  of  the  field 
noise  measurement  study  is  found  in  Appendix  D. 

San  Francisco's  transit  agency.  MUNI,  operates  four  dif- 
ferent bus  lines  in  the  vicinity  of  SFGH.  with  two  running 
along  Potrero  Ave.  (see  Figure  6-2).  In  addition  to  the 
MUNI  routes,  there  is  moderate  to  heavy  car  and  truck 
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traffic  along  Potrero  Ave.  and  moderate  traffic  on  the  side 
streets  near  SFGH.  Highway  101  located  directly  to  the 
east  of  the  hospital  and  contributes  to  the  existing  noise 
environment. 

As  was  noted  during  the  field  noise  measurement  phase 
of  the  project,  the  overall  noise  level  environment  is 
dominated  by  transportation  noise  from  buses,  cars  and 
trucks.  The  measured  noise  levels  for  the  background 
ambient  noise  are  summarized  in  Table  6-2.  The  DNL 
noise  results  range  from  68  dB  DNL  for  Site  1  (Potrero 
Ave.);  65  dB  DNL  for  Site  2  (San  Bruno);  and,  65  dB  DNL 
for  Site  3  (DeHaro  at  24th  St.). 


FIGURE  6-2 
MUNI  ROUTES 


Table  6-2 
NOISE  MONITORING  AROUND 
SAN  FRANCISCO  GENERAL  HOSPITAL 


Location 

Measured 
DNL  (dB) 

Comments 

#1 

22nd    St.  be- 
tween Potrero 
and  Hampshire 

68 

The  noise  environment  was 
dominated  by  local  traffic  (cars 
and  light  trucks)  on  22nd  Street 
and  traffic  on  Potrero  Avenue. 
In  addition,  pedestrians  and  oc- 
casional airplane  and  helicopter 
flyovers  made  some  contribu- 
tion to  the  overall  noise  envi- 
ronment. 

#2 

San  Bruno 
Ave.  at  23rd  St. 

65 

The  noise  environment  was 
dominated  by  traffic  (cars  and 
light  trucks)  on  23rd  Street  and 
San  Bruno  Avenue.  Most  of  the 
traffic  was  due  to  the  parking 
structure  located  across  the 
street  and  general  hospital  cir- 
culation. In  addition,  pedestri- 
ans and  occasional  airplane 
and  helicopter  flyovers  made 
some  contribution  to  the  overall 
noise  environment. 

#3 

DeHaro  at  24th 
St. 

65 

Background  noise  is  controlled 
by  US  Highway  101  and  punc- 
tuated with  occasional  local  traf- 
fic and  aircraft  flyovers. 
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Figure  6-3 

FIGURE  6-4 


PROPOSED  FLIGHT  PATHS 

Figure  6-3  shows  the  recommended  planned  flight  tracks 
for  departure  and  arrival  operations  at  the  proposed  roof- 
top helipad.  There  is  a  flight  path  to  the  north  over  the 
campus  and  towards  the  freeways  and  a  flight  path  to  the 
south  over  23rd  Street  and  the  hospital  parking  structure. 
These  flight  paths  were  selected  to  avoid  residential  ar- 
eas and  overfly  major  roads  as  much  as  possible  in  order 
to  minimize  noise  exposure.  The  choice  of  which  flight 
path  to  use  for  this  rooftop  location  or  any  helipad  site 
depends  upon:  1]  the  speed  and  direction  the  predomi- 
nant wind  is  coming  from;  and,  2]  where  helicopter  is 
coming  or  going  from  a  scene  accident  or  hospital  trans- 
fer. Because  the  wind  in  this  area  typically  comes  from 
the  west/northwest,  the  primary  flight  path,  predicted  to 
be  used  85  percent  of  the  time,  will  be  an  approach  from 
the  south  with  the  departure  in  a  northerly  direction. 
When  the  wind  is  blowing  out  of  the  south/southwest,  ap- 
proximately 15%  of  the  time  during  the  year,  the  secon- 
dary flight  path  will  be  an  approach  from  the  north  with 
the  departure  to  the  south. 

The  helicopter  approach  and  departure  angle  to  a  rooftop 
helipad  is  usually  steeper  than  for  a  ground  level  helipad. 
This  is  a  benefit  because  the  helicopter  is  at  a  higher  alti- 
tude for  a  longer  period  of  time,  thereby  reducing  the 
noise  exposure.  The  landing  and  takeoff  profile  for  each 
helicopter  depends  upon  the  their  individual  performance 
capabilities,  weather  conditions,  and  the  passenger  load 
or  weight  factor,  among  other  variables 

The  twin-engine  helicopter  that  will  operate  at  SFGH  will 
typically  approach  or  depart  the  helipad  at  an  angle  rang- 
ing fromlO  to  16  degrees.  This  translates  into  a  slope  of 
6  to  1  for  a  10-degree  approach  to  3  to  1  for  a  16  degree 
departure.  That  is,  for  every  6  ft  traveled  in  a  horizontal 
direction  the  slope  increases  by  1  ft.  Thus  a  3  to  1 
departure  glide  slope  is  steeper  than  a  6  to  1  slope  All 
of  the  identified  helicopters  are  capable  of  performing 
these  noise  abatement  type  approach/departure  glide 
slope  profiles. 
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Helicopter  Models 

The  primary  helicopter  emergency  medical  services 
(HEMS)  in  the  Bay  Area  are  REACH,  CALSTAR  and  Life 
Flight.  The  helicopters  owned  by  these  providers  will  be 
the  ones  that  most  often  land  at  SFGH.  The  public  heli- 
copter providers  such  as  the  CHP,  with  a  smaller  helicop- 
ter, will  land  on  a  much  less  frequent  basis.  Each  pro- 
vider uses  a  different  model  aircraft  that  is  especially  con- 
figured on  the  inside  for  EMS  missions.  All  private  HEMS 
providers  own  twin-engine  turbine  powered  helicopters. 
The  noise  contours  were  based  upon  these  helicopters. 

Helipad  Noise  Predictions 

Various  helicopters  may  land  at  the  helipad  but  those 
owned  by  the  Bay  Area  providers  will  land  most  often.  In 
order  to  predict  the  noise  levels  for  impact  evaluation 
purposes  and  to  provide  conservative  noise  predictions, 
a  composite  helicopter  noise  model  was  developed  com- 
bining the  sound  exposure  levels  (SEL)  of  the  four  differ- 
ent helicopters  weighted  by  their  proposed  usage  of  the 
SFGH  helipad.  Table  6-3  identifies  the  helicopters  and 
contains  the  proposed  percentage  of  use.  The  following 
contains  a  discussion  of  the  assumptions  used  for  the 
noise  analysis. 


TABLE  6-3   HELICOPTER  USAGE 


Helicopter  Type 

Percentage  Use 

Agusta  109  A 

40%  ! 

BO  105 

40% 

|          Bell  222A 

10% 

BK117 

10% 

Helipad  Noise  Analysis 

The  helicopters  in  Table  6-3  were  assumed  for  all  opera- 
tions. The  FAA  approved  computer  program  called,  Inte- 
grated Noise  Model  (INM),  contains  a  fixed  data  base  of 
helicopter  noise  levels.  The  sound  levels  in  this  data 
base  are  derived  from  helicopter  noise  certification  data. 
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That  is,  each  helicopter  manufacturer  must  meet  a  cer- 
tain FAA  noise  certification  standard  before  they  can  sell 
a  civil  helicopter  that  is  used  in  the  United  States.  INM  is 
the  program  that  was  used  to  generate  the  noise  con- 
tours around  the  helipad.  However,  it  does  not  have  the 
ability  to  account  for  the  real-life  noise  abatement  proce- 
dures that  the  pilots  can  use  to  help  reduce  the  noise 
levels.  A  helicopter  noise  level  composite  was  created  by 
weighting  the  sound  exposure  levels  in  INM  with  the  per- 
centage of  time  over  a  year  that  the  helicopters  might 
land  at  the  SFGH  helipad. 

Since  there  is  no  helipad  at  SFGH,  there  is  no  flight  op- 
erations history.  Therefore  it  was  decided  to  predict  flight 
operations  history  for  SFGH  based  upon  a  careful  survey 
of  the  other  Bay  Area  regional  hospitals  of  similar  size 
with  helipads  (see  Appendix  B). 

In  an  effort  to  take  a  conservative  look  at  the  impact  of 
the  helicopter  operations,  it  was  decided  to  look  at  the 
noise  exposure  for  two  different  idealized  days:  1]  the 
average  day  of  1  flight  (takeoff  and  a  landing);  and.  2]  the 
busy  day  with  3  flights  (3  takeoffs  and  3  landings).  These 
scenarios  will  present  a  worse  case  picture  of  the  noise 
exposure  at  the  proposed  rooftop  site.  Two  noise  con- 
tours were  generated  to  depict  these  flight  operation  sce- 
narios. 

The  following  are  the  assumptions  used  in  the  INM  model 
calculations. 

1]  The  composite  helicopter  noise  model  is  based 
upon  the  usage  weighted  helicopter  noise  expo- 
sure levels  (SEL). 

2]  The  average,  normal  day  is  1  flight  at  night  after 
10  PM.  Therefore,  a  10  dB  penalty  is  added  to  the 
composite  noise  level. 

3]       The  busy  day  is  3  flights:  2  flights  between  7  AM 
and  10  PM;  1  flight  between  10  PM  and  7  AM 
Again,  a  10  dB  penalty  was  added  to  the  compos- 
ite noise  levels  for  a  nighttime  landing 


4]       The  angle  of  the  glide  slope  was  10  degrees  or  a 
slope  of  6  to  1 . 
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The  analysis  was  performed  using  INM  Version  6.0c. 
This  program  calculates  contour  values  in  terms  of  Day- 
Night  Average  Sound  Level  (DNL). 

Noise  Impact  Assessment 

The  contour  value  of  65  dB  DNL  was  calculated  for  both 
the  average  and  the  busy  day.  The  INM  calculations 
were  based  upon  the  flight  path  depicted  in  Figure  6-4. 
As  can  be  seen  in  the  aerial,  the  approach  flight  path 
from  the  south  would  fly  over  the  parking  structure  in  a 
northerly  direction. 


PROPOSED  ROOFTOP  HELIPAD 

Figure  6-4 

WING  C  (Site  1) 

AVERAGE  DAY-DNL  CONTOURS 

HELICOPTER  NIGHTTIME  LANDING  (1  Right) 

Figure  6-4  -  shows  one  operation  and  a  contour  that  is 
almost  entirely  on  the  hospital  property  even  though  this 
was  for  a  nighttime  operation  which  by  definition  in  the 
DNL  methodology  includes  a  10  dB  penalty.  The  higher 
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noise  levels  will  be  in  closer  proximity  to  the  main  hospi- 
tal building.  If  the  DNL  contour  was  calculated  for  a  sin- 
gle daytime  event,  the  contour  would  be  smaller  and  en- 
tirely within  the  hospital  campus. 

Any  residential  dwellings  along  23rd  Street  are  outside  the 
65  dB  DNL  contour  generated  by  the  helicopter  landing 
profile.  According  to  the  background  noise  study,  the 
ambient  noise  on  San  Bruno  Street  just  south  of  \ 
Street  was  65  dB  DNL  for  a  24-hour  period. 

Figure  6-5,  which  is  the  Busy  Day  scenario  -  is  an  exam- 
ple of  a  65  dB  DNL  for  3  flights  on  a  given  day.  This  pre- 
dicts the  impact  for  2  daytime  and  1  nighttime  operation. 
This  shows  the  impact  for  a  worst  case  scenario  should 
there  by  3  landings  within  a  24-hour  period.  This  noise 
exposure  contour  is  larger  because  of  the  increase  in  the 
number  of  operations.  The  65  dB  contour  extends  to  the 
south  of  23rd  Street.  The  noise  impact  on  the  busi- 
ness/residential buildings  on  23rc  Street  adjacent  to  the 
hospital  property  will  be  heard  for  a  few  seconds  per 
flight.  The  65  dB  DNL  contour  does  not  extend  across 
Potrero  Ave.  to  the  Mission  District  nor  east  to  the  Pot- 
re  ro  Hill  area. 

Helicopter  Noise  Abatement  Options 

The  two  scenarios  depicted  above  did  not  include  possi- 
ble noise  reduction  procedures  that  pilots  could  employ 
when  utilizing  a  "fly  neighborly"  approach.  This  is  the 
procedure  that  the  pilots  who  fly  for  EMS  providers  em- 
ploy on  a  continuing  basis  when  landing  in  urban  area. 

On  Approach 

The  helicopter  noise  levels  experienced  on  the  ground 
can  be  reduced  2  to  6  dB  with  a  "fly  neighborly"  ap- 
proach. The  basic  difference  between  a  quieter  ap- 
proach technique  and  a  normal  one  is  that  the  pilot  be- 
gins the  descent  to  the  helipad  before  reducing  the  air 
speed.  The  rate  of  descent  is  between  600  to  800  fpm 
The  quieter  technique  uses  a  glide  slope  that  is  a  few 
degrees  steeper. 
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PROPOSED  ROOFTOP  HELIPAD 
WING  C  (Site  1) 
BUSY  DAY-DNL  CONTOURS 
HELICOPTER  LANDINGS  (3  Flights) 


On  Departure 

Contrary  to  popular  belief,  takeoffs  are  reasonably  quiet 
operations.  The  total  ground  area  exposed  to  helicopter 
noise  can  be  reduced  by  using  a  high  rate  of  climb  and 
making  a  smooth  transition  to  forward  flight.  Given 
weather  conditions  and  desired  direction  of  departure, 
the  pilot  should  avoid  overflying  noise  sensitive  areas 
where  possible. 

The  noise  abatement  options  were  not  utilized  in  the  cal- 
culations of  the  noise  contours  because  a  more  conser- 
vative result  was  desired.  However,  the  pilots  would  be 
expected  to  use  them  as  a  noise  abatement  mitigation 
measure  during  actual  operations. 
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Conclusion 

This  preliminary  study,  based  upon  helicopter  noise  certi- 
fication sound  levels  and  computer  generated  noise  con- 
tours, is  a  first  attempt  to  characterize  the  noise  impact 
that  might  be  experienced  in  the  community  due  to  heli- 
copter operations.  As  a  result,  the  two  conservative  sce- 
narios that  were  developed  showed  minimal  impact  on 
the  surrounding  community  when  using  a  land  use  as- 
sessment criteria. 

A  further  study  is  recommended  in  which  actual  helicop- 
ter flyovers  are  measured  at  various  sites  in  the  commu- 
nity. This  would  provide  a  more  accurate  assessment  of 
the  length  of  time  for  the  noise  event  and  the  impact  of 
the  noise  exposure.  Ideally,  this  would  be  carried  out  as 
part  of  the  project's  environmental  review  process. 
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Chapter 


COMMUNITY  OUTREACH 

Community  outreach  has  been  considered  an  integral 
component  of  this  project.  While  trauma  care  is  a 
valued  public  good  in  San  Francisco,  it  is  also 
essential  to  provide  information  to  the  public  about  the 
background  and  purpose  for  this  Study  and  to  elicit 
questions  and  concerns  from  SFGH's  most  proximal 
neighbors,  as  well  as  the  broader  San  Francisco 
community.  From  October  2002  through  February 
2003,  widespread  outreach  to  neighborhoods  and 
communities  served  by  SFGH,  civic  organizations, 
and  the  San  Francisco  healthcare  provider  community 
was  conducted,  and  future  updates  are  planned. 
SFGH  physicians  and  administrators,  as  well  as 
Gerson/Overstreet  project  team  members  provided 
information  on  the  goals,  objectives  and  progress  of 
the  needs  assessment  and  feasibility  study. 
Questions,  concerns,  issues  and  objections  were  all 
recorded  from  community  participants. 

Goals  of  Outreach  Effort 

Specifically,  the  outreach  effort  was  designed  to 
address  the  following: 

•  Acquaint  stakeholders  with  the  ongoing  study. 

•  Describe  air  medical  access  and  its  linkage  to 
the  SFGH  Trauma  Center; 

•  Describe  the  study's  objectives:  needs 
assessment  and  feasibility  of  air  medical 
access  at  San  Francisco  General  Hospital; 

•  Listen  and  respond  to  community  questions 
and  concerns,  ultimately  bringing  them  to  the 
attention  of  the  Health  Commission; 

•  Outline  the  public  decision-making  process  and 
timeline  for  this  project  and  any  subsequent 
follow-up,  and 

•  Assess  the  level  of  public  support  for  air 
medical  access  to  SFGH. 
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Public  Meetings 

Very  early  in  the  project,  a  decision  was  made  to 
combine  the  majority  of  the  Helipad  Study  outreach 
with  the  ongoing  community  efforts  for  the  SFGH 
Rebuild  Project,  formally  called  the  Long  Range 
Service  Delivery  Plan.  Many  of  the  same 
constituencies  have  an  interest  in  both  air  medical 
access  and  the  long  range  location  planning  decision 
for  SFGH,  which  deals  with  the  new  seismic  safety 
standards  required  by  Senate  Bill  1953. 

To  date  meetings  have  been  held  with  the  following 
constituencies: 

Neighborhood  Groups 

•  East  Mission  Improvement  Association 

-  3  meetings 

•  Potrero  Hill  Community  -  2  meetings 

•  Mission  District  leaders 

•  Bayview/  Hunters  Point  Community 

•  Community  First  Coalition 

Healthcare  Provider  Community  Groups 

•  San  Francisco  Medical  Society 

•  San  Francisco  Hospital  Council 

•  NICOS  (Chinatown  healthcare  leaders) 

•  Operations  Advisory  Committee  of  the  San 
Francisco  Emergency  Medical  System 

Civic  Organizations 

•  SFGH  Rebuild  Combined  Advisory  Group 

•  San  Francisco  Planning  and  Urban  Research 
Association  (SPUR)  -  2  meetings 

Description  of  Community  Meetings: 
Neighborhood  Groups 

East  Mission  Improvement  Association.  After  an 
initial  planning  meeting  with  leadership  of  the  Easl 
Mission  Improvement  Association,  a  community 
meeting  was  held  in  Carr  Auditorium  at  the  SFGh 
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campus  on  November  18,  2002.  The  meeting  was 
publicized  via  leaflets,  distributed  door  to  door  within 
an  area  suggested  by  the  leadership  of  the  East 
Mission  Improvement  Association.  Approximately  75 
neighbors  attended  and  heard  presentations  from 
Tony  Wagner,  CHN  Director  of  Hospital  Systems,  on 
the  SFGH  Rebuild  effort  and  from  Gene  O'Connell. 
SFGH  CEO  and  Dr.  Robert  Mackersie,  SFGH  Trauma 
Medical  Director,  on  the  Helipad  Study. 

Members  of  the  public  were  intensely  concerned 
about,  and  in  many  cases  opposed  to,  the  installation 
of  a  helipad  at  SFGH.  Noise  was  the  biggest  issue  of 
concern,  followed  by  safety.  Members  of  the  East 
Mission  community  felt  that  the  dense,  urban, 
residential  area  surrounding  San  Francisco  General 
Hospital  is  not  compatible  with  helicopters.  However, 
it  is  also  clear  that  the  majority  wants  to  support  the 
trauma  center  and  its  mission,  but  is  skeptical  of  the 
link  stated  between  trauma  care  and  air  medical 
access.  Members  of  the  group  handed  out  their  own 
materials,  opposing  the  Helipad  study.  See  Appendix 
E  for  copies  of  this  material.  Because  the  Study  was 
in  its  initial  stages,  the  SFGH  staff  did  not  yet  have 
information  on  helicopter  noise  generation, 
anticipated  numbers  of  flights,  proposed  site 
locations,  or  safety  data.  A  commitment  was  made  to 
return  to  the  group  when  more  results  were  available. 

On  February  11,  2003  a  second  meeting  with  the 
Association  was  held,  with  approximately  40 
neighbors  in  attendance.  Hospital  representatives 
Tony  Wagner  and  Gene  O'Connell.  with  consultant 
Mike  McClintock  of  Gerson/Overstreet  Architects, 
presented  preliminary  initial  findings  of  the  overall 
study.  This  information  included:  documenting  the 
need  for  air  access  to  San  Francisco  General  Hospital 
and  outlining  the  feasibility  of  constructing  a  helipad 
Attendees  raised  questions  about  noise,  the  proposed 
timeline,  the  rationale  for  the  need,  safety,  and  the 
possible  relocation  of  the  hospital  to  Mission  Bay.  the 
decision-making  process,  diversion,  and  the  fiscal 
impacts  of  a  helipad.  The  dialogue  was  productive, 
but  the  Association  took  no  action  A  few  individuals, 
including  former  Mayor  Art  Agnos.  who  is  a  resident 
of  Potrero  Hill,  did  come  forward  and  indicate  their 
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support  of  a  medical  helipad.  Most  of  these 
individuals  indicated  that  noise  mitigation  is  a  priority. 

Potrero  Hill.  At  their  regular  meeting  at  the  Potrero 
Hill  Neighborhood  House  on  November  19,  2002  the 
Potrero  Boosters  heard  presentations  made  by  Tony 
Wagner  on  both  the  Rebuild  and  Helipad  efforts. 
About  25-30  residents  were  in  attendance.  There 
were  many  questions  and  heated  opposition  by  a  few 
individuals,  some  of  whom  had  also  attended  the 
previous  East  Mission  meeting.  The  concerns  were 
similar  to  those  voiced  at  the  first  East  Mission 
meeting.  Residents  of  Potrero  Hill  expressed  already 
feeling  "under  siege"  by  television  traffic  and  news 
helicopters.  It  is  clear  that  this  perceived  nuisance,  in 
large  part  fuels  the  opposition  to  medical  helicopters. 
A  few  residents  suggested  locating  the  helipad  at 
Mission  Bay.  Another  resident  from  the  eastern 
portion  of  Potrero  Hill,  however,  objected,  stating  that 
Dogpatch  residents  would  be  impacted  by  this  and 
would  oppose  a  Mission  Bay  proposal.  A  few 
individuals  came  forward  informally  at  the  end  of  the 
meeting  to  indicate  they  would  support  the  helipad, 
and  most  definitely,  supported  the  Trauma  Center. 

A  follow-up  meeting  with  Potrero  Hill  residents  was 
held  on  February  20  at  the  Potrero  Hill  Neighborhood 
House.  Approximately  20  members  of  the  public 
were  there.  Gene  O'Connell,  Tony  Wagner  and  Mike 
McClintock  made  presentations.  Many  of  those 
present  had  previously  attended  other  presentations. 
Attendees  were,  by  and  large,  opposed  to  a  helipad 
with  the  primary  concern  being  noise,  its  potential  to 
disrupt  sleep  and  daily  life,  and  its  impact  on  property 
values.  Questions  and  comments  also  focused  on 
television  news  helicopters  hovering  over  the  freeway, 
ability  to  guarantee  limits  on  flights,  a  frustration  that 
"noise  maps"  were  not  presented  and  a  perceived 
lack  of  specificity.  There  was  skepticism  about  the 
objectivity  of  the  study,  about  why  alternative  sites, 
such  as  China  Basin,  were  not  explored,  hospital 
capacity  issues,  diversion,  and  the  extent  of  the 
community  process.  Finally,  there  were  questions 
about  whether  revenue  from  insured  patients  would 
be  directed  toward  SFGH,  and  whether  lives  of  San 
Francisco  residents  would  be  saved  by  helicopter 
access.      Former   Mayor  Art  Agnos,   again  in 
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attendance  expressed  support  for  the  helipad  A 
petition  for  signatures  of  those  opposing  the  helipad 
was  circulated  at  this  meeting. 

Mission  District.  Mission  community  leaders  met  at 
the  Mission  Language  and  Vocational  School  to 
discuss  the  Rebuild  and  Helipad  studies  on 
November  25,  2002.  The  attendees  were  very 
supportive  of  the  hospital  and  the  Trauma  Center,  and 
especially  of  keeping  the  hospital  in  its  current 
location  in  the  Mission.  Tony  Wagner  presented 
information  on  the  Hospital  Rebuild  and  John 
Kanaley,  Sr.  Associate  Administrator  for  Facilities, 
spoke  about  the  helipad.  Dr.  Kevin  Grumbach  spoke 
about  the  importance  of  the  helipad  to  the  quality  of 
care  at  the  trauma  center.  There  were  questions 
about  why  a  helipad  was  needed,  but  there  was  no 
outright  opposition  to  the  proposal.  One  of  the 
attendees  had  served  in  Vietnam  and  was  supportive 
of  the  role  helicopters  play  in  saving  lives. 

Bayview  Hunters  Point.  Approximately  20 
neighborhood  residents  attended  a  presentation  on 
the  rebuild  and  helipad  projects  at  a  meeting  on 
January  29,  2003  at  the  Southeast  Health  Center 
Tony  Wagner,  Judith  Klain.  Interim  Director  of  CHN 
Planning,  and  Chris  Wachsmuth,  RN.  MS.  SFGH 
Associate  Administrator  for  Trauma  and  Emergency 
Services  presented.  One  resident  said  she  opposed 
helicopters  in  the  Bayview  and  would  oppose  them  at 
SFGH  because  "too  many  fall  down".  Another 
resident,  representing  the  Community  First  Coalition 
disagreed.  She  felt  that  if  helicopters  are  needed  for 
medical  reasons,  they  should  be  supported,  but  not  in 
Bayview.  The  reference  here  was  to  the  public  safety 
landing  site  in  the  Hunters  Point  Naval  Shipyard  It  is 
felt  that  the  Bayview  already  bears  a  disproportionate 
share  of  unwanted  land  uses 

The  group  expressed  an  interest  in  touring  the  trauma 
center.  A  minister  who  attended  pointed  out  that  San 
Francisco  serves  as  a  regional  trauma  center,  canng 
for  visitors  and  commuters.  The  Trauma  Center  was 
described  as  a  regional  asset  that  should  be 
preserved. 

Community  First  Coalition.  A  follow-up  meeting 
with  the  Community  First  Coalition  was  held  on 
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February  21,  2003  at  the  offices  of  Business 
Development,  Inc.,  in  the  Bayview.  Eight 
neighborhood  representatives  listened  to  a 
presentation  regarding  the  Trauma  Center,  the  Study, 
and  its  findings  made  by  Ms.  Chris  Wachsmuth.  A 
wide-ranging  discussion  followed.  Attendees  were 
skeptical  because  of  past  negative  experiences  with 
the  Navy,  the  Police  Department,  DPH  and  other 
government  agencies.  They  questioned  whether 
scarce  resources  would  be  directed  from  other 
medical  needs,  toward  this  project,  because  it  is 
perceived  as  more  "glamorous".  The  fiscal  benefits  of 
the  helipad  were  described  and  well  received. 
Questions  about  safety  were  raised  and  the 
community  outreach  effort  was  praised.  While  the 
group  indicated  that  they  were  inclined  to  support  the 
project,  there  was  no  final  decision  made  at  that  time. 

Description  of  Community  Meetings:  Healthcare 
Provider  Organizations 

San  Francisco  Medical  Society.  On  February  3, 
2003,  Ms.  Chris  Wachsmuth,  Dr.  Robert  Mackersie, 
and  Dr.  John  Brown,  EMS  System  Medical  Director 
presented  the  Helipad  Study  to  the  San  Francisco 
Medical  Society  Executive  Committee.  After  some 
discussion  about  vulnerabilities  of  the  current  trauma 
system  including  the  lack  of  rapid  transport  to  a 
Pediatric  Trauma  Center,  the  Executive  Committee  of 
the  Medical  Society  voted  to  endorse  the  helipad 
project  and  indicated  that  they  would  write  a  letter  of 
support. 

San  Francisco  Hospital  Council.  On  February  6, 
2003  Gene  O'Connell  presented  the  Helipad  Study  to 
the  San  Francisco  Hospital  Council.  The  Hospital 
Council  unanimously  voted  to  endorse  the  helipad 
project  and  indicated  the  Council  would  write  a  letter 
of  support  for  air  medical  access  to  SFGH. 

NICOS  (Chinatown  Health  Community  Coalition). 

On  February  14,  2003,  Anthony  Wagner  and  Gene 
O'Connell  made  a  combined  Rebuild  and  Helipad 
Study  presentation  to  NICOS  members  at  Chinese 
Hospital.  The  group  was  very  supportive  of  SFGH 
and  the  Trauma  Center.  They  discussed  what 
locations  would  work  best  for  their  communities  and 
also  provided  feedback  on  the  problems  members  of 
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the  Chinese  community  experience  when  trying  to 
access  services  at  SFGH.  The  Director  of  NICOS 
indicated  that  the  group  looked  favorably  on  the 
Helipad  proposal  and  would  be  happy  to  present  a 
request  for  support  to  their  Board  at  the  end  of 
February. 

Operations  Committee  of  San  Francisco 
Emergency    Medical    Services    Section.  On 

February  17,  2003,  Chris  Wachsmuth,  Associate 
Administrator  for  Emergency  and  Trauma  Services 
and  Ana  Marino  Ghosh,  SFGH  Trauma  Business 
Manager,  attended  the  meeting  of  the  Operations 
Advisory  Committee  for  the  San  Francisco  EMS 
System.  Ms.  Wachsmuth  presented  the  Helipad 
Study  findings  and  responded  to  questions.  EMS 
providers,  especially  the  Chief  Paramedic  from  the 
National  Parks  Service,  which  responds  to 
emergencies  within  the  Golden  Gate  National 
Recreation  Area,  felt  strongly  that  the  helipad  was 
needed.  A  SFFD  paramedic  representative  expressed 
similar  sentiments.  The  public  member  of  the 
committee  stated  that  additional  questions  needed  to 
be  answered  before  his  support  would  be  given.  The 
Committee  voted  to  endorse  the  project  and  indicated 
it  would  be  sending  a  letter  of  support. 

San  Francisco  Emergency  Medical  Physicians 
Association.  Dr.  John  Brown  has  met  with  the  San 
Francisco  Emergency  Medical  Physicians  Association 
during  regular  meetings  over  the  extended  period 
during  which  the  Trauma  Care  System  Plan  was 
being  revised.  Most  recently,  some  members  of  this 
group  have  voiced  concerns  that  a  helipad  at  SFGH, 
while  potentially  a  benefit  to  San  Franciscans 
requiring  life-saving  care,  would  impact  Emergency 
Departments  in  the  City  with  higher  rates  of 
ambulance  diversion  as  air  ambulance  patients  added 
to  the  Trauma  Center  admissions  volume. 

National  Association  of  Emergency  Medical 
Physicians.  Dr.  John  Brown  met  with  the  Air  Medical 
Committee  of  the  National  Association  of  Emergency 
Medical  Physicians  in  February  2003  and  presented 
an  overview  of  San  Francisco's  Trauma  Care  System 
Plan  related  to  air  medical  access,  and  the  current 
Needs  Assessment  and  Feasibility  Study.  Committee 
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members  commented  on  the  lack  of  air  access  to  the 
SFGH  Trauma  Center  relative  to  national  standards  of 
care,  and  stated  their  intent  to  issue  a  letter  to  this 
effect. 

Description  of  Community  Meetings:  Civic 
Organizations 

Rebuild  Combined  Advisory  Group  Meeting.  A 

presentation  outlining  the  scope  and  process  for  the 
Study  was  made  to  the  Rebuild  Community  Advisory 
Group  on  October  10,  2002.  Members  of  the  Hospital 
community  were  by  and  large  supportive  of  the 
Helipad.  East  Mission  Improvement  Association 
residents  who  are  members  of  this  group  indicated 
opposition  to  the  helipad  proposal,  primarily  on  the 
basis  of  anticipated  noise  impacts. 

San  Francisco  Planning  and  Urban  Research 
Association  (SPUR).  SPUR  met  on  January  23, 
2003  to  hear  a  presentation  on  the  Rebuild  and 
Helipad  studies  made  by  Tony  Wagner  and  Gene 
O'Connell.  The  Urban  Policy  Committee  of  SPUR  met 
on  February  12,  2003  and  voted  to  endorse  a  helipad 
at  San  Francisco  General  Hospital,  indicating  that 
they  would  send  a  letter  of  support. 

Expert  Opinions  and  Letters  of  Support 

To  elicit  expert  comments  regarding  the  need  for  a 
helipad,  as  well  as  to  create  awareness  of  the  Study, 
letters  were  sent  to  members  of  the  health  and  public 
safety  community.  Included  in  this  group  were  San 
Francisco  hospital  administrators,  Emergency 
Department  Medical  Directors,  regional  EMS  Agency 
administrators,  Trauma  Center  directors,  directors  of 
San  Francisco  public  safety  departments,  air  medical 
service  providers,  SFGH  Chiefs  of  Service,  trauma 
specialty  physicians,  and  other  national  and  local 
trauma  experts.  Fifty-seven  responses  have  been 
received  to  date.  All  have  been  positive  and  support 
the  need  for  medical  air  access  for  the  City  of  San 
Francisco.  The  letters  very  articulately  describe  the 
need  for  air  medical  access  from  a  public  safety  and 
patient  care  perspective,  the  need  for  rapid  medical 
intervention,  trauma  services,  and  the  acceptable 
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standard  of  care  for  such  services.  All  letters  are 
included  in  Appendix  F. 

Helipad  Hotline 

A  telephone  Helipad  Study  Hotline  was  established  at 
SFGH.  [206-3295]  to  receive  questions  and 
comments  about  the  study.  The  number  has  been 
circulated  for  three  months,  but  to  date  no  calls  have 
been  received. 

Community  Outreach  Materials 

SFGH  staff  and  consultants  developed  handouts  and 
other  materials  for  the  Helipad  Study.  A  sample  of  the 
community  outreach  material  is  attached  in  Appendix 
G. 

Summary  of  Community  Concerns 

The  concerns  of  the  community  tend  to  fall  into  a 
number  of  major  themes  and  are  summarized  in 
Table  7-1  below. 

Conclusion 

The  Community  Outreach  effort  for  this  study  was 
considered  successful  because  of  the  participation  of 
neighborhood  interest  groups,  healthcare  providers 
and  civic  organizations.  The  time  and  effort  extended 
by  the  individual  members  of  these  groups  provided 
this  Study  with  important  questions,  issues  and 
concerns  that  will  certainly  require  additional  work. 
The  quality  of  this  Study's  outcome  is  directly 
attributable  to  the  contributions  of  time  and  discussion 
made  by  all  participants  in  the  outreach  activities. 

Throughout  the  City,  awareness  of  the  value  of  the 
Trauma  Center  at  San  Francisco  General  Hospital  is 
high.  In  the  medical  community,  in  neighborhoods 
both  closely  linked  to  the  SFGH  Potrero  campus  and 
located  at  some  distance,  as  well  as  within  City-wide 
groups,  there  is  support  for  a  helipad  as  a  part  of  San 
Francisco  General  Hospital's  Level  I  Trauma  Center. 
Among  immediate  neighbors  of  the  hospital,  attitudes 
toward  the  helipad  range  from  skepticism  and 
adamant  opposition  to  support  requiring  additional 
information  prior  to  full  endorsement.  Concerns  about 
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noise  and,  to  a  lesser  extent,  safety,  predominate.  At 
meetings  of  East  Mission,  Potrero  Hill  and  Bayview 
residents,  opponents  made  their  opposition  to  a 
medical  helipad  very  clear,  prior  to  release  of  the 
Study  findings  regarding  noise,  safety,  and  value  for 
injured  individuals. 

Endorsements  were  received  from  the  San  Francisco 
Hospital  Council,  the  San  Francisco  Medical  Society, 
SPUR,  the  Operations  Advisory  Committee  of  the  SF 
EMS  System,  the  California  State  EMSA,  the  san 
Mateo  EMSA,  and  the  San  Francisco  Chapter  of  the 
Emergency  Nurses  Association.  The  individual 
institutions  that  endorsed  the  project  were:  Chinese 
Hospital,  St.  Francis  Hospital,  the  UCSF  Medical 
Center,  Seton  Medical  Center,  U.C.  Davis  Medical 
Center,  Marin  General  Hospital,  and  Santa  Clara 
Valley  Medical  Center.  In  total,  fifty-seven  letters  of 
support  were  received  strongly  endorsing  the  need  for 
air  medical  access  for  the  City  of  San  Francisco  and 
its  Level  I  Trauma  Center. 

Should  the  Helipad  project  proceed,  it  will  be 
necessary  to  identify  and  clarify  the  extent  of 
negative  impacts  on  neighboring  residential  areas 
as  part  of  the  environmental  review  process  and 
to  bring  forth  the  findings  for  public  review. 
Opportunities  to  mitigate  these  impacts  will  need 
to  be  identified  and  actively  pursued  to  achieve 
positive  results  for  everyone  in  San  Francisco. 
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Table  7-1  Community  Concerns 


Number 

Community  Concerns 

SFGH  Areas  for  Response  &  Follow  Up 

4 
1 

Why  not  wait  until  the  new  hospital 
is  built? 

Because  these  services  are  needed  now.  The 
new  hospital  will  probably  not  be  built  for  about  15 
years.  In  the  interim  many  patients  and  the  SFGH 
Trauma  Program  have  an  immediate  need  for  the 
benefits  that  will  be  brought  by  air  medical  access. 

2 

Why  not  put  the  new  hospital  and 
the  helipad  in  Mission  Bay? 

There  is  no  assurance  that  the  hospital  will  be 
built  at  Mission  Bay  and  this  decision  will  not  be 
made  for  years.  Additionally,  the  helipad  needs  to 
be  located  immediately  adjacent  to  the  Trauma 
Center. 

3 

It  is  unacceptable  to  have  a 
helipad  in  such  a  dense  urban 
area. 

Many  helipads  operate  in  dense  urban  areas.  A 
number  of  facilities  in  the  region  have  helipads 
and  operate  them  successfully  adjacent  to 
residential  areas.  These  include:  John  Muir 
Hospital  (Level  II  Trauma  Center),  Oakland 
Children's  Hospital  (Pediatric  Trauma  Center), 
Stanford  Hospital  (Level  I  Trauma  Center),  Santa 
Clara  Valley  Medical  Center  (Level  I  Trauma 
Center),  and  UC  Davis  Medical  Center  in 
Sacramento  (Level  I  Trauma  Center). 

4 

It  is  unsafe  to  have  a  helipad  in 
such  a  dense  urban  area. 

As  with  any  form  of  transportation,  safety  cannot 
be  guaranteed  100%  of  the  time.  Accidents  can 
happen.  However,  our  review  of  the  literature 
indicates  that  air  medical  transport  is  safer  than 
travel  by  automobile  or  general  aviation. 
Accidents  are  quite  rare  and  since  1972,  no 
community  resident  has  died  due  to  an  air  medical 
transport  accident.  Additionally,  the  local 
providers  -  CALSTAR,  LifeFlight  and  REACH 
have  never  had  a  fatal  accident  in  the  history  of 
their  operations. 

5 

Helicopters  will  put  residents  and 
children  at  risk  because  of  a  high 
crash  potential. 

Please  see  comment  #  4. 

6 

Why  not  look  at  other  alternatives 
such  as  China  Basin  or  the 
Hunters  Point  Naval  Shipyard? 

Until  last  fall,  San  Francisco  never  had  a  licensed 
public  safety  helipad  in  the  entire  city.  For  years 
medical  providers  have  been  desperately  seeking 
a  pad  to  land  tertiary  referral  patients  and  finally 
were  able  to  get  the  Hunters  Point  pad  approved. 
Even  with  this  site,  the  conditions  are  sub-optimal. 
The  site  is  located  on  a  Super  Fund  Toxic  site  in 
the  Hunters  Point  Naval  Shipyard  and  the 
community  and  medical  providers  have  serious 
reservations  about  the  suitability.  Additionally,  the 
site  is  not  suitable  for  transporting  Trauma 
patients  and,  therefore,  cannot  meet  the  needs  of 
SFGH. 
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Number 

Community  Concerns 

SFGH  Areas  for  Response  &  Follow  Up 

7 

Why  not  just  become  a  Level  II  or 
III  Trauma  Center? 

The  cost  of  operating  a  Level  II  Trauma  Center  is 
essentially  the  same  as  that  of  operating  a  Level  I 
Center.  The  principal  difference  is  the  community 
outreach  and  the  research  that  takes  place  in 
Level  I  Centers.  Because  SFGH  is  affiliated  with 
the  University  of  California,  it  only  makes  sense  to 
be  a  Level  I  Center.  Additionally  it  can  be 
documented  that  the  quality  of  care  notably 
increases  in  large  volume  centers,  which  are  the 
Level  I  Centers.  Level  III  Centers  are  essentially 
rural  centers,  do  not  provide  the  same  quality  of 
care  and  would  not  be  appropriate  for  a  large, 
urban  area  such  as  San  Francisco. 

8 

Does  the  hospital  have  the 
capacity  to  handle  all  these 
additional  patients? 

The  number  of  actual  trauma  patients  to  be 
transported  to  SFGH  is  anticipated  to  be  initially  1 
per  week,  increasing  over  time  to  2  per  day.  The 
proposal  to  open  a  Sobering  Center  is  anticipated 
to  decompress  the  SFGH  and  community 
Emergency  Departments.  Finally,  while  non- 
trauma  patients  can  be  diverted  to  other  hospitals, 
no  other  hospital  can  handle  serious  trauma. 
Therefore,  triage  to  the  nearest  trauma  center 
hospital  seems  the  best  way  to  serve  seriously 
injured  patients. 

y 

What  about  diversion? 

See  Comment  #  8 

10 

The  numbers  of  people  to  be 
served  are  too  small  to  justify  the 
expense? 

With  the  capacity  to  generate  referrals  from  the 
Northern  California  region,  SFGH  will  be  able  to 
generate  a  new  revenue  source  that,  over  3  to  5 
years,  with  concerted  outreach,  will  more  than 
offset   the    expense    of   building    a  helipad. 

11 

Couldn't  the  money  be  better  used 
for  services? 

The  money  for  this  Study  did  not  come  from  the 
City's  General  Fund.  It  came  from  specifically 
designated  State  Trauma  funds.  Grant  money  will 
be  sought  for  building  the  helipad  and  it  is 
anticipated  that  the  SFGH  Foundation  will  seek 
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the  services.  The  City  contribution  to  the  helipad, 
if  any,  is  expected  to  be  small.  Additionally,  once 
the  helipad  is  operating,  it  is  expected  to  bring  in  a 
better-insured  population  mix,  and  will,  in  fact, 
help  subsidize  care  to  San  Francisco  residents 
who  do  not  have  health  care  coverage. 
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Community  Concerns 

SFGH  Areas  for  Response  &  Follow  Up 

12 

This  really  will  not  serve  San 
Francisco  residents 

The  facts  do  not  bear  this  out.  Currently 
approximately  30%  of  San  Mateo  transports  are 
San  Francisco  residents,  even  though  they  are 
injured  in  San  Mateo.  The  Paramedic  Division  of 
the  National  Parks  Service  at  the  Golden  Gate 
National  Recreation  Area  reports  that  63%  of 
individuals  injured  there  annually  and  transported 
out  by  medical  helicopters  are  San  Francisco 
residents.  We  would  expect  these  trends  to 
continue,  so  that  even  when  patients  are 
transported  from  outside  City  boundaries,  a 
number  of  those  served  will  be  San  Francisco 
residents.  Additionally  because  we  are  a  thriving 
urban  area  and  world  famous  City,  we  will  have 
visitors  and  workers  who  come  to  San  Francisco 
from  a  variety  of  local  and  international  locations. 
Regardless  of  permanent  residence,  if  a  person  is 
injured  in  San  Francisco,  it  is  the  Trauma  Center's 
obligation  to  treat  them.  If  in  the  process  this 
financially  benefits  the  Hospital,  it  only  means  that 
there  is  some  additional  revenue  to  help 
underwrite  the  cost  for  local  residents  who  may 
not  have  the  means  to  pay. 

13 

San  Francisco  residents  will  be 
paying  to  serve  patients  from  other 
counties. 

See  Comment  #  12 

14 

The  helipad  noise  comparison 
table  at  400  feet  is  misleading. 

This  is  the  average  flight  level  at  which  medical 
transport  helicopters  are  expected  to  fly  over  the 
neighborhood.  While  approaching  the 
neighborhood,  the  helicopter  will  gradually 
descend,  but  will  not  reach  its  peak  rotor  noise 
until  it  is  directly  over  the  hospital  roof.  While  the 
noise  at  that  point  will  be  louder  than  stated  on  the 
noise  comparison  chart  shown  to  community 
groups,  the  noise  will  also  be  diminished  by  the 
distance  from  the  nearest  residential  units.  Finally 
the  peak  noise  disruption  is  expected  to  last  only 
20-30  seconds  for  each  landing  and  takeoff.  With 
two  landings  a  day  this  would  equal  1.5-2  minutes 
a  day  of  disruptive  noise.  The  vast  majority  of  the 
noise  will  be  over  the  hospital  campus. 

15 

Zero  decibels  is  the  only  level  that 
is  acceptable. 

More  detailed  noise  analysis  will  be  performed 
during  an  Environmental  Impact  Review  should 
the  helipad  development  project  move  forward. 

16 

Because  we  are  already  deluged 
by  news  and  traffic  helicopters,  a 
medical  helicopter  is  unacceptable. 

SFGH  will  commit  to  working  with  the  community, 
local  officials  and  the  relevant  State  and  Federal 
agencies  to  mitigate  the  disturbing  and,  in  some 
cases,  unsafe  flight  patterns  of  the  local  news 
helicopters. 
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Community  Concerns 

SFGH  Areas  for  Response  &  Follow  Up 

17 

If  something  were  done  about  the 
news  helicopters,  then  perhaps  we 
could  support  a  medical  helicopter. 

See  Comment  16 

18 

San  Francisco  does  not  need  a 
medical  helicopter. 

A  helipad  at  the  Trauma  Center  will  help  to 
provide  a  "backup"  when  SFGH  is  overwhelmed 
with  too  many  trauma  patients,  or  is  not 
functioning  because  of  equipment  failures,  for 
example.  A  helipad  will  help  seriously  injured 
young  children  get  to  a  Pediatric  Trauma  Center 
quickly  and  safely.  San  Francisco  needs  a 
helipad,  primarily  to  ensure  that  severely  injured 
people  can  quickly  be  moved  to  another  Bay  Area 
Trauma  Center  if  SFGH  can't  help  them. 

19 

The  main  motivation  for  this 
helipad  is  financial. 

While  the  contribution  margin  of  a  medical  helipad 
will  be  beneficial  to  the  hospital,  this  is  not  the 
primary  benefit  of  the  helipad.  Access  to  the 
Trauma  Center  by  helicopter  will  help  to  mitigate 
the  vulnerabilities  of  San  Francisco's  Trauma 
System,  such  as  increasingly  congested  ground 
routes  to  and  from  the  hospital  which  delay  arrival 
to  life-saving  specialty  services,  ability  to  rapidly 
transport  trauma  victims  to  other  Trauma  Centers 
in  a  multi-casualty  incident  in  San  Francisco  and 
transport  from  SFGH  to  a  Pediatric  Trauma 
Center  such  as  Oakland  Children's  Hospital.  A 
secondary  benefit  of  a  helipad  at  SFGH  would  be 
the  generation  of  new  revenue  sources  to  help 
offset  the  cost  of  caring  for  those  who  can't  pay 
for  their  hospital  care,  and  to  support  the  kinds  of 
advanced  healthcare  programs  unique  to  SFGH. 
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Appendix 


AAMS  (The  Association  of  Air  Medical  Services):  is  an  internationally  recognized  pro- 
fessional association  for  the  providers  and  personnel  of  air  medical  services.  AAMS 
supports  and  coordinates  both  educational  and  research  activities  relating  to  its  mem- 
bership and  the  air  medical  industry  at  large.  It  acts  as  a  resource  for  the  exchange  of 
information  among  all  interested  parties  and  will  provide  consultation  when  appropriate. 
AAMS  will  represent  its  member's  interests  in  activities  that  may  affect  the  overall  pro- 
vision of  air  medical  services. 

Advanced  Life  Support  Rescue  Aircraft:  As  defined  in  California  State  Title  22  Pre- 
hospital EMS  Air  Regulations  (§100282):  'Advanced  life  support  rescue  aircraft"  or 
"ALS  rescue  aircraft"  means  rescue  aircraft  whose  medical  flight  crew  has  at  a  mini- 
mum one  attendant  certified  or  licensed  in  advanced  life  support 

Air  Ambulance:  As  defined  in  California  State  Title  22  Pre-hospital  EMS  Air  Regula- 
tions (§100280):  "Air  ambulance"  means  any  aircraft  specially  constructed,  modified  or 
equipped,  and  used  for  the  primary  purposes  of  responding  to  emergency  calls  and 
transporting  critically  ill  or  injured  patients  whose  medical  flight  crew  has  at  a  minimum 
two  (2)  attendants  certified  or  licensed  in  advanced  life  support. 

Aircraft:  A  term  used  by  the  Federal  Aviation  Administration  (FAA)  to  describe  both  an 
airplane  and  a  helicopter 

Air  Medical:  The  phrase  commonly  accepted  when  referring  to  the  activities  relating  to 
air  ambulance  airplanes,  helicopters,  their  crews  and  administrative  programs. 

Air  Medical  Catchment  Area:  The  area  from  which  a  hospital  with  a  helicopter  landing 
facility  can  expect  to  draw  patients. 

ALS  (Advanced  Life  Support):  The  classification  assigned  to  ambulances  that  indicate 
the  highest  level  of  medical  care  available  in  that  vehicle.  The  ALS  classification  means 
the  vehicle  is  staffed  by  paramedics  who  are  capable  of  administering  drugs,  starting 
IVs,  using  heart  monitors,  defibrillation  devices,  and  other  interventions  in  medical  care. 

American  College  of  Surgeons:  The  American  College  of  Surgeons  (ACS)  was 
founded  in  1913  on  the  basic  principles  of  improving  the  care  of  the  surgical  patient 
and  the  education  of  surgeons.  The  ACS  Committee  on  Trauma  (ACS  COT)  is  the 
oldest  standing  committee  of  the  College.  Established  in  1922,  this  committee  focuses 
on  improving  care  of  the  injured  patient,  publishes  its  established  guidelines  for  optimal 
resources  for  care  of  the  injured  patient,  and  provides  a  consultation  program  to  verify 
that  Trauma  Centers  and  Trauma  Systems  meet  the  standards  set  by  these  guidelines. 

Anatomic:  Having  to  do  with  the  body's  form  or  structures,  such  as  bones,  glands,  or- 
gans, etc.;  anatomic  triage  criteria  refer  to  specific  body  areas. 
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Backboard:  A  full  length  board,  often  made  of  plywood,  used  under  the  patient  to  pro- 
vide a  rigid  surface  in  the  event  there  are  broken  or  miss-aligned  bones;  especially  in 
the  spinal  cord  or  neck. 

Basic  Emergency  Medical  Service:  The  provision  of  emergency  medical  care  in  a  spe- 
cifically designated  area  of  the  hospital  that  is  staffed  and  equipped  at  all  times  to  pro- 
vide prompt  care  for  any  patient  presenting  urgent  medical  problems  (see  Comprehen- 
sive Medical  Service). 

Basic  Life  Support  Rescue  Aircraft:  As  defined  in  California  State  Title  22  Pre-hospital 
EMS  Air  Regulations  (§100283):  "Basic  life  support  rescue  aircraft"  or  "BLS  rescue  air- 
craft" means  a  rescue  aircraft  whose  medical  flight  crew  has  at  a  minimum  one  atten- 
dant certified  as  an  EMT-1A,  or  an  EMT-1-NA  with  at  least  eight  (8)  hours  of  hospital 
clinical  training  and  whose  field/clinical  experience  specified  in  §100074  (c)  of  Title  22, 
California  Code  of  Regulations,  is  in  the  aeromedical  transport  of  patients. 

BLS  (Basic  Life  Support):  The  lowest  classification  assigned  to  ambulances  that  are 
staffed  by  medical  personnel  trained  in  the  basics  of  first  aid  and  capable  of  administer- 
ing CPR. 

Blunt  Trauma:  A  broad  term  referring  to  any  mechanism  of  injury  that  occurs  without 
actual  penetration  of  the  body.  Blunt  trauma  typically  results  from  motor  vehicle  acci- 
dents, falls,  or  assaults  with  a  blunt  object. 

CAMTS  (The  Commission  on  Accreditation  of  Medical  Transport  Systems):  The  asso- 
ciation is  a  continuation  of  the  original  CAAMS  Commission  that  was  renamed  in  1997 
to  more  correctly  represent  all  the  transportation  vehicles,  air  and  ground,  utilized  by 
Air  Medical  Programs. 

Catchment  Area:  The  geographic  area  surrounding  a  hospital  from  which  its  patients 
are  drawn.  (See  also  Air  Medical  Catchment  Area). 

CCT  (Critical  Care  Transport):  The  highest  level  of  en  route  care  assigned  to  ambu- 
lances. CCT  is  the  next  step  above  ALS  and  provides  the  same  level  of  care  that  might 
be  expected  in  a  critical  care  unit  of  a  hospital. 

COBRA  (Congressional  Budget  Omnibus  Reconciliation  Act  of  1986):  (PL99-272).  A 
federal  act  containing  basic  enroute  care  requirements  for  the  emergency  transport  of 
patients. 

Communications  System:  A  collection  if  individual  communication  networks,  transmis- 
sion system  relay  stations,  and  control  and  base  stations  capable  of  interconnection 
and  interoperation  that  are  designed  to  form  an  integral  whole.  The  individual  compo- 
nents must  serve  a  common  purpose,  be  technically  compatible,  employ  common  pro- 
cedures respond  to  control,  and  operate  in  unison. 

Comprehensive  Emergency  Medical  Service:  The  provision  of  diagnostic  and  therapeu- 
tic services  for  unforeseen  physical  and  mental  disorders  which,  if  not  promptly  treated, 
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would  lead  to  marked  suffering,  disability,  or  death.  The  scope  of  services  is  compre- 
hensive, with  in-house  capabilities  for  managing  all  medical  situations  on  a  definitive 
and  continuing  basis. 

CPR  (Cardiopulmonary  resuscitation):  The  external  massage  of  the  heart  conducted  in 
an  attempt  to  regain  the  normal  activity  of  that  organ. 

DALY:  Disability-Adjusted  Life-Year.  A  summary  measure  of  health  developed  by  the 
Global  Burden  of  Disease  study  group  that  makes  it  possible  to  estimate  the  burden  of 
major  diseases,  injuries,  and  risk  factors.  The  DALY  measures  the  gap  between  the 
actual  health  of  a  population  and  a  hypothetical  norm;  namely,  a  life  expectancy  of  82.5 
years  for  women  and  80  years  for  men.  DALYs  are  calculated  as  the  sum  of  the  years 
of  life  lost  due  to  premature  mortality  in  the  population  and  the  years  of  healthy  life  lost 
due  to  disability. 

Designation:  Formal  recognition  of  hospitals  as  providers  of  specialized  services  to 
meet  the  needs  of  the  severely  injured  patient;  usually  involves  a  contractual  relation- 
ship and  is  based  on  adherence  to  standards. 

Disaster:  Any  occurrence  that  causes  damage,  ecological  destruction,  loss  of  human 
lives,  or  deterioration  of  health  services  on  a  scale  sufficient  to  warrant  extraordinary 
response  from  outside  the  affected  community  area. 

Dispatch:  Coordination  of  emergency  resources  in  response  to  a  specific  event. 

Doppler:  Any  device  that  can  be  wired  into  the  medical  crewmembers  headsets  to  al- 
low them  to  monitor  a  patient's  heart  tones. 

DOT  (Department  of  Transportation):  The  parent  federal  organization  of  the  Federal 
Aviation  Agency  (FAA). 

DRG:  (Diagnosis  Related  Groups):  A  system  developed  for  reimbursement  of  Medicare 
and  Medicaid  patient  care  that  is  based  on  a  comprehensive  sum  payment  predeter- 
mined for  any  of  dozens  of  diagnostic  groups. 

ECLS  (Extracorporeal  Life  Support):  A  type  of  life  support  that  uses  an  artificial 
heart-lung  machine  to  oxygenate  the  blood  in  patients  where  more  common  methods 
of  support  have  failed. 

ECMO  (Extracorporeal  Membrane  Oxygenation):  A  specific  type  of  life  support  system 
that  uses  an  artificial  heart-lung  machine  to  oxygenate  the  blood  in  patients  where 
more  common  methods  of  support  have  failed.  The  term  ECMO  has  been  replaced  in 
some  recent  clinical  reports  by  the  term  ECLS. 

EDAT  (Emergency  Department  Approved  for  Trauma):  A  term  used  in  Marin  County  to 
define  a  hospital's  capabilities  for  treating  trauma  patients  in  this  suburban/rural  area. 
The  California  State  EMS  Authority  approved  this  term  for  Marin  County's  Trauma  Care 
System  Plan  prior  to  the  American  College  of  Surgeons  Committee  on  Trauma  recogni- 
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tion  of  the  Level  IV  designation.  The  primary  distinguishing  capability  for  this  designa- 
tion is  the  availability  of  a  trauma  surgeon  within  30  minutes  of  patient  arrival.  The  des- 
ignation is  primarily  designed  in  this  County  for  surgical  intervention/screening  of  pa- 
tients who  meet  mechanism  triage  criteria. 

Emergency  (Emergent):  A  situation  (emergency)  or  condition  (emergent)  in  which  a  pa- 
tient has  a  need  for  immediate  health  care  attention  due  to  significant  risk  of  death  or 
major  damage.  Emergency  can  be  due  to  either  trauma  or  medical  causes. 

EMS  (Emergency  Medical  Services  System):  A  system  that  provides  for  the  arrange- 
ment of  personnel,  facilities,  and  equipment  for  the  effective  and  coordinated  delivery 
of  health  care  services  in  appropriate  geographical  areas  under  emergency  conditions 

EMT  (Emergency  Medical  Technician):  An  emergency  medical  care  person  with  the 
most  basic  rating  that  serves  in  the  emergency  medical  service  system. 

FAA  (Federal  Aviation  Administration):  The  federal  agency  that  governs  the  construc- 
tion, maintenance,  crewing,  and  piloting  of  all  aircraft  in  the  United  States. 

FAR  (Federal  Aviation  Regulations):  Those  rules  published  by  the  Federal  Aviation 
Agency  that  govern  all  pilots  and  the  operation  and  maintenance  of  their  aircraft. 

FATO  (Final  Approach  and  Takeoff  Area):  A  defined  area  over  which  the  final  phase  of 
the  approach  to  a  hover,  or  a  landing,  is  completed  and  from  which  the  takeoff  is  initi- 
ated. This  area  was  previously  called  the  "takeoff  and  landing  area." 

Fixed  Wing:  A  common  term  used  to  describe  airplanes.  The  term  fixed  wing  is  used 
for  airplanes  in  contrast  to  helicopters  whose  wings  rotate. 

Flight  Crew:  A  term  defined  by  the  Federal  Aviation  Administration  describing  the  pilot, 
copilot,  or  other  crewmembers  required  to  operate  the  aircraft.  Air  medical  programs 
often  refer  to  their  flight  nurses,  and  other  medical  crew,  as  flight  crews,  but  the  FAA 
does  not  recognize  these  descriptors.  This  term,  as  used  by  the  non-pilot  personnel, 
has  led  to  some  confusion  in  the  interpretation  of  FAA  regulations. 

Functional  Recovery:  A  term  used  in  trauma  surgery  literature  to  refer  to  the  concept  of 
full  recovery  after  injury.  It  is  an  inclusive  term,  acknowledging  that  healing  of  a  physi- 
cal wound  is  one  part  of  the  complex  process  of  recovering  after  injury.  Other  meas- 
ures of  functional  recovery  include  return  to  mobility  and  activities  of  daily  living,  return 
to  work,  school,  or  other  social  roles,  and  restoration  of  psycho-emotional  well  being. 

Helistop/Helipad:  A  landing  spot  for  picking  up  and  dropping  off  passengers  (such  as 
patients)  and  cargo  (such  as  transplant  organs).  A  "helistop"  is  a  less  intensive  type  of 
"heiiport",  which  is  a  more  generic  term  that  applies  to  all  helicopter  landing  areas.  A 
fully  equipped  heliport  may  include  facilities  for  refueling,  maintenance,  permanent  air- 
craft tiedowns,  hangars,  etc. 
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HEMS  (Helicopter  Emergency  Medical  Service):  Specially  equipped  helicopters  that 
are  designated  for  care  and  transport  of  emergency  medical  and  trauma  patients. 

HMO  (Health  Maintenance  Organization):  One  of  the  most  popular  health  care  organi- 
zations designed  specifically  to  assist  in  the  reduction  of  care  costs. 

Hospital-based:  A  term  commonly  used  to  describe  those  aircraft  operating  as  air  am- 
bulance vehicles  attached  to,  or  operated  by,  a  hospital.  The  term  hospital-based  is 
commonly  used  to  describe  civilian  type  services  in  contrast  to  public  service,  military 
or  other  governmental  aircraft. 

ICU  (Intensive  Care  Unit):  Those  units  of  a  hospital  that  provide  the  highest  level  of 
care  to  patients  requiring  intensive  critical  care. 

IFR  (Instrument  Flight  Rules):  The  specific  FAA  Regulations  that  apply  to  aircraft  when 
they  are  conducting  flight  without  visual  reference  to  the  ground. 

Inclusive  Trauma  Care  System:  A  trauma  care  system  that  incorporates  every  health 
care  facility  in  a  community  in  a  system  in  order  to  provide  a  continuum  of  services  for 
all  injured  persons  who  require  care  in  an  acute  care  facility;  in  such  a  system,  the  in- 
jured patient's  needs  are  matched  to  the  appropriate  hospital  resources 

Incubator:  A  portable  compartment  for  neonatal  transports.  The  incubator  (isolette) 
provides  a  heated  and  protected  environment  for  critical  infant  transportation. 

Injury:  The  result  of  an  act  that  damages,  harms,  or  hurts;  unintentional  or  intentional 
damage  to  the  body  resulting  from  acute  exposure  to  thermal,  mechanical,  electrical  or 
chemical  energy  or  from  the  absence  of  such  essentials  as  heat  or  oxygen. 

Injury  Control:  The  scientific  approach  to  injury  that  includes  analysis  data  acquisition, 
identification  of  problem  injuries  in  high-risk  groups,  option  analysis  and  implementing 
and  evaluating  countermeasures. 

Injury  Prevention:  Efforts  to  forestall  or  prevent  events  that  might  result  in  injuries. 

Injury  Rate:  A  statistical  measure  describing  the  number  of  injuries  expected  to  occur  in 
a  defined  number  of  people  (usually  100,000)  within  a  defined  period  (usually  1-year). 
Used  as  an  expression  of  the  relative  risk  of  different  injuries  or  groups. 

Interfacilitv  Transfer:  Transfer  of  patients  between  acute  care  hospitals. 

Isolette:  A  portable  compartment  for  neonatal  transports.  The  isolette  provides  a 
heated  and  protected  environment  for  critical  infant  transportation. 

ISS  (Injury  Severity  Score):  A  mathematical  rating  used  to  control  for  injury  acuity. 

IV:  An  abbreviation  used  to  denote  intravenous,  which  indicates  drugs  or  other  liquids 
that  are  directly  injected  into  the  body  or  bloodstream. 
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IV  Warmers:  A  heated  storage  cabinet  that  is  designed  to  keep  IV  fluids  warm  during 
flight. 

IV  Pump:  A  small  pump  that  aids  in  the  accurate  infusion  and  administration  of  fluids. 

Lead  Agency:  An  organization  that  serves  as  the  focal  point  for  program  development 
on  the  local,  regional,  or  state  level. 

Level  I.  11,  III,  IV:  Refers  to  the  kinds  of  resources  available  in  a  trauma  center,  and  the 
number  of  patients  admitted  yearly.  These  are  categories  that  define  national  stan- 
dards for  trauma  care  in  hospitals.  They  were  developed,  and  continue  to  be  recom- 
mended by  the  American  College  of  Surgeons,  and  are  used  in  California  State 
Trauma  Care  Systems  regulations.  This  glossary  reference  is  provided  as  an  over- 
view for  the  reader  of  the  San  Francisco  Trauma  Plan.  Not  included  in  this  glossary 
are  the  detailed  codes  provided  by  Title  22  Trauma  Care  Systems  regulations. 

A  Level  I  trauma  center  has  a  full  range  of  specialists  and  equipment  available  24 
hours  a  day,  and  admits  a  minimum  required  annual  volume  of  severely  injured  pa- 
tients. Additionally,  a  Level  I. center  has  a  program  of  research,  is  a  leader  in  trauma 
education  and  injury  prevention  and  is  a  referral  resource  for  communities  in  neighbor- 
ing regions  (community  outreach). 

A  Level  II  trauma  center  in  an  urban  region  ideally  works  in  collaboration  with  a  Level  I 
center.  It  provides  comprehensive  trauma  care  and  supplements  the  clinical  expertise 
of  a  Level  I  institution.  It  provides  24-hour  availability  of  all  essential  specialties,  per- 
sonnel and  equipment.  Minimum  volume  requirements  may  depend  on  local  condi- 
tions. These  institutions  are  not  required  to  have  an  ongoing  program  of  research,  or  a 
surgical  residency  program. 

A  Level  III  trauma  center  does  not  have  the  full  availability  of  specialists,  but  does  have 
resources  for  the  emergency  resuscitation,  surgery  and  intensive  care  of  most  trauma 
patients.  A  level  III  center  has  transfer  agreements  with  level  I  and/or  level  II  trauma 
centers  that  provide  back-up  resources  for  the  care  of  exceptionally  severe  injuries. 

A  Level  IV  trauma  center  provides  the  stabilization  and  treatment  of  severely  injured 
patients  in  remote  areas  where  no  alternative  care  is  available. 

Local  EMSA:  A  "Local  Emergency  Medical  Services  Agency"  as  defined  by  California 
Title  22  regulations.  The  local  EMSA  in  San  Francisco  is  the  Emergency  Medical  Ser- 
vices Section  of  the  Department  of  Public  Health. 

Major  Trauma:  That  subset  of  injuries  that  encompasses  the  patient  with  or  at  risk  for 
the  most  severe  or  critical  types  of  injury  and  therefore  requires  a  systems  approach  in 
order  to  save  life  and  limb. 

MASH  (Mobile  Army  Surgical  Hospital):  The  first  field  hospitals  used  during  the  Korean 
conflict  for  the  treatment  of  soldiers  with  battlefield  wounds. 
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Mechanism  of  Injury:  The  source  of  forces  that  produce  mechanical  deformations  and 
physiologic  responses  that  cause  an  anatomic  lesion  or  functional  change  in  humans 

Medical:  A  term  commonly  used  with  a  general  meaning  but  used  primarily  in  this  re- 
port to  denote  an  unhealthy  condition  due  to  a  disease  process  or  failure  of  a  body  sys- 
tem, such  as  bacterial  or  viral  infection,  stroke,  heart  attack,  etc.  Medical  patients  are 
distinct  from  trauma  patients  based  on  differences  in  the  cause  of  being  unhealthy. 

Medical  Control:  Physician  direction  over  pre-hospital  activities  to  ensure  efficient  and 
proficient  trauma  triage,  transportation,  and  care,  as  well  as  ongoing  quality  manage- 
ment. 

Morbidity:  The  incidence  of  a  specific  disease  or  ailment  in  a  given  group. 
Mortality:  The  incidence  of  death  in  a  given  group. 

MRI  (Magnetic  resonance  imagery):  A  medical  device  that  scans  internal  parts  of  the 
body  reading  their  magnetic  signature. 

Multiple-Casualty  Incident:  An  emergency  incident  involving  any  number  of  injured 
people,  which  overloads  the  immediately  available  medical  resources. 

NAEMSP  (The  National  Association  of  Emergency  Medical  Services  Physicians):  An 
organization  of  physicians  and  other  professionals  who  provide  leadership  and  foster 
excellence  in  out-of-hospital  emergency  medical  services. 

NHTSA  (National  Highway  Traffic  and  Safety  Administration):  A  sub-department  of  the 
Department  of  Transportation,  which  has  published  numerous  reports  on  the  subject  of 
air  ambulance,  transport. 

NEMSPA  (National  Emergency  Medical  Services  Pilots  Association):  An  association 
formed  and  supported  by  the  pilots  who  fly  air  ambulance  aircraft.  The  organization  is 
spokesperson  and  forum  for  the  exchange  of  ideas  among  the  pilots  and  other  air 
medical  interest  groups. 

NFNA  (National  Flight  Nurses  Association):  An  association  formed  and  supported  by 
the  nurses,  paramedics,  and  EMTs  who  fly  aboard  air  ambulance  aircraft.  The  organi- 
zation is  spokesperson  and  forum  for  the  exchange  of  ideas  among  the  nurses,  para- 
medics, EMTs  and  other  air  medical  interest  groups. 

Non-Invasive  and  Invasive:  A  term  applied  to  the  method  by  which  drugs  or  monitoring 
devices  are  connected  to  the  patient.  An  invasive  method  would  entail  inserting  a 
catheter  into  the  bloodstream  for  instance,  to  measure  the  amount  of  oxygen  saturation 
present.  A  non-invasive  method  would  use  an  external  monitor  or  device  to  measure 
the  amount  of  oxygen,  for  instance,  without  entering  the  body. 
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Non-Trauma  Center:  A  "non-trauma  center"  is  a  community  hospital  that  cares  for  in- 
jured patients  who: 

1)  Have  relatively  minor  injuries  that  can  be  treated  outside  a  specialty  trauma 
facility  (e.g.,  a  single  broken  bone,  or  a  single  system  injury  that  falls  out  of 
trauma  triage  criteria),  or 

2)  Have  been  transferred  or  "repatriated"  from  a  trauma  center  after  stabiliza- 
tion, for  treatment  in  the  healthcare  system  that  contracts  with  the  primary  insur- 
ance carrier. 

A  non-trauma  center  is  not  an  officially  designated  trauma  receiving  hospital,  yet  Cali- 
fornia State  Trauma  System  regulations  [California  Title  22,  Div.  9,  Chap.  7,  §  100258 
(c),  (d)]  mandate  local  EMSA  evaluations  of  the  Trauma  System  to  ensure  that  trauma 
centers  and  other  hospitals  that  treat  trauma  patients  participate  in  the  quality  im- 
provement process  set  forth  in  those  regulations. 

Nova  Metrix:  A  pulse  oximeter  that  provides  non-invasive  monitoring  of  oxygen  satura- 
tion in  the  bloodstream. 

Operations  Specification  (Ops  Specs):  Those  rules  required  by  the  FAA  Part  135  regu- 
lations that  pertain  to  the  specific  operation  of  the  helicopter,  pilots,  and  maintenance 
crews  concerning  a  specific  program. 

Overtriaqe:  Directing  patients  to  trauma  centers  when  they  do  not  need  such  special- 
ized care.  Overtriage  occurs  because  of  incorrect  identification  of  patients  as  having 
severe  injuries  when  retrospective  analysis  indicated  minor  injuries. 

PART  135:  An  acronym  commonly  used  to  describe  the  specific  part  of  the  Federal 
Aviation  Administration  Federal  Aviation  Rules  that  governs  air  medical  aircraft  and 
flight. 

Pediatric:  Age-specific  term  referring  to  patients  who  are  17  years  of  age  or  younger; 
may  also  be  inclusive  of  newborn  infants. 

Penetrating  Trauma:  A  broad  term  referring  to  any  mechanism  of  injury  that  causes  a 
cut  or  piercing  of  skin.  Penetrating  injury  typically  results  from  gunshot  or  stab  wounds. 

PPO  (Primary  Physician  Organization):  The  title  assigned  to  the  primary  physician  as- 
signed to  each  patient  that  is  a  member  of  a  heath  maintenance  organization. 

Practice  Guidelines:  Defined  by  the  Institute  of  Medicine  as  "systematically  developed 
statements  to  assist  practitioner  and  patient  decisions  about  appropriate  health  care  for 
specific  clinical  circumstances." 

Primary  Care  Hospital:  A  hospital  with  the  basic  services  necessary  to  be  classified  as 
a  hospital.  These  hospitals  might  have  an  emergency  room  and  limited  intensive  care 
facilities,  but  generally,  a  small  staff  of  resident  physicians.  Primary  hospitals  usually  do 
not  have  a  cardiovascular  unit,  the  capability  for  open-heart  surgery,  high-risk  obstet- 
rics, or  neonatal  care  units. 
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Protocol:  Standards  for  EMS  practice  in  a  variety  of  situations  within  the  EMS  system. 

Pulse  Oximeter:  A  device  that  monitors  the  saturation  level  of  oxygen  in  the  blood- 
stream non-invasively. 

Quality  Improvement:  A  method  of  evaluating  and  improving  the  process  of  patient  care 
which  emphasizes  a  multidisciplinary  approach  to  problem  solving,  and  focuses  not  on 
individuals,  but  systems  of  patient  care  which  might  be  the  cause  of  variations. 

Quality  Management:  A  broad  term  that  encompasses  both  quality  assurance  and 
quality  improvement,  describing  a  program  of  evaluating  the  quality  of  care  using  a  va- 
riety of  methodologies  and  techniques. 

Receiving  Hospital:  A  general  acute  care  hospital  with  an  Emergency  Department  that 
has  the  capacity  to  treat  emergency  patients  (EMS  Section  policy  #8000,  II,  A). 

Regionalization:  The  identification  of  available  resources  within  a  given  geographic 
area,  and  coordination  of  services  to  meet  the  needs  of  a  specified  group  of  patients. 
Referring  to  the  concept  of  sharing  trauma  care  resources  with  neighboring  jurisdic- 
tions. For  example,  San  Francisco  County's  trauma  center  is  also  designated  as  the 
trauma  center  for  injured  persons  in  northern  San  Mateo  County. 

Rehabilitation:  Services  that  seek  to  return  a  trauma  patient  to  the  fullest  physical,  psy- 
chological, social,  vocational,  and  educational  level  of  functioning  of  which  he  or  she  is 
capable,  consistent  with  psychological  or  anatomical  impairments  and  environmental 
limitations. 

Rescue  Aircraft:  "Rescue  aircraft"  as  defined  in  California  State  Title  22  Prehospital 
EMS  Air  Regulations  (§100281)  means  an  aircraft  whose  usual  function  is  not  pre- 
hospital emergency  patient  transport  but  which  may  be  utilized,  in  compliance  with  lo- 
cal EMS  policy,  for  pre-hospital  emergency  patient  transport  when  use  of  an  air  or 
ground  ambulance  is  inappropriate  or  unavailable.  Rescue  aircraft  includes  ALS  res- 
cue aircraft,  BLS  rescue  aircraft  and  Auxiliary  rescue  aircraft. 

Respirator:  A  device  which  respirates  (breathes)  for  the  patient  automatically. 

Response  Time  (Response  Interval):  The  time  lapse  between  when  an  emergency  re- 
sponse unit  is  dispatched  and  when  it  arrives  at  the  scene  of  the  emergency. 

Resuscitation  Board:  A  rigid  stretcher  or  spineboard  used  for  patient  transport  to  pro- 
vide a  better  surface  for  cardiac  compression  or  CPR. 

Risk  Factor:  A  characteristic  that  has  been  statistically  demonstrated  to  be  associated 
with  (although  not  necessarily  the  direct  cause  of)  a  particular  injury.  Risk  factors  can 
be  used  for  targeting  preventive  efforts  at  groups  who  may  be  particularly  in  danger  of 
injury. 
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Scenes  (Scene  Response):  A  term  commonly  used  in  the  air  medical  industry  to  de- 
scribe a  helicopter  response,  or  landing,  at  the  scene  of  an  accident  to  recover  an  in- 
jured person. 

Service  Area  (catchment  area):  The  geographic  area  defined  by  the  local  EMS  agency 
in  its  trauma  care  system  plan  as  the  area  served  by  a  designated  trauma  center. 

Specialty  Care  Facility:  An  acute  care  facility  that  provides  specialized  services  and 
specially  trained  personnel  to  care  for  a  specific  portion  of  the  injured  population,  such 
as  pediatric,  burn  injury,  or  spinal  cord  injury  patients 

Suction  Devices:  Devices  that  are  used  to  keep  the  patient's  airway  passages  clear  of 
any  fluids. 

Surveillance:  The  ongoing  and  systematic  collection,  analysis,  and  interpretation  of 
health  data  in  the  process  of  describing  and  monitoring  a  health  event. 

Tertiary  Care  Hospital:  A  hospital  where  one  can  expect  to  find  every  level  of  care  nec- 
essary. Tertiary  Care  Hospitals  have  specialized  cardiovascular  units,  can  perform 
open-heart  surgery,  and  handle  high-risk  obstetrics  and  neonatal  patients.  These  hos- 
pitals have  high-level  trauma  units  and  are  staffed  with  many  kinds  of  physicians  in 
residence. 

TLOF  (Touchdown  and  Liftoff  Area):  A  load  bearing,  generally  paved  area,  normally 
centered  in  the  FATO,  on  which  the  helicopter  lands  or  takes  off.  The  TLOF  is  fre- 
quently called  a  helipad  or  helideck. 

Trauma  Care  System:  An  organized  approach  to  treating  patients  with  acute  traumatic 
injuries;  it  provides  dedicated  (available  24  hours  a  day)  personnel,  facilities,  and 
equipment  for  effective  and  coordinated  trauma  care  in  an  appropriate  geographical 
region. 

Trauma  Care  Systems  Planning  &  Development  Act  of  1990:  The  law  that  amended 
the  Public  Health  Service  Act  to  add  Title  XII  -  Trauma  Programs.  The  purpose  of  the 
legislation  was  to  assist  state  governments  in  developing,  implementing,  and  improving 
regional  systems  of  trauma  care,  fund  research,  and  demonstration  projects  to  improve 
rural  EMS  and  trauma  care.  Congress  did  not  appropriate  continuing  funding;  in  1995, 
the  Act  was  not  re-authorized. 

Trauma  Center:  A  licensed  general  acute  care  area  hospital  that  has  been  designated 
as  a  Level  I,  II,  or  III  trauma  center  by  the  local  EMS  Agency  in  accordance  with  the 
California  Code  of  Regulations,  Title  22,  Division  9,  Chapter  7. 

Trauma  Team:  The  multidisciplinary  group  of  professionals,  who  have  been  designated 
to  collectively  render  care  for  trauma  patients  at  a  designated  trauma  center. 

Traumatic  Injury:  A  term  derived  from  the  Greek  for  "wound".  The  definition  used  in 
this  document  refers  to  any  physical  injury  that  requires  (or  would  have  required,  pre- 
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eluding  death)  surgical  specialists  to  consult,  observe  or  perform  surgery  in  order  to  op- 
timize the  recovery. 

Triage:  The  process  of  sorting  injured  patients  on  the  basis  of  the  actual  or  perceived 
degree  of  injury  and  assigning  them  to  the  most  effective  and  efficient  regional  care  re- 
sources, in  order  to  insure  optimal  care  and  the  best  chance  of  survival. 

Triage  Criteria  (Field  Triage  Criteria):  Measures  or  method  of  assessing  the  severity  of 
a  person's  injury  that  is  used  for  patient  evaluation,  especially  in  the  pre-hospital  set- 
ting, and  that  utilizes  considerations  of  anatomic,  physiologic,  and/or  mechanism  of  in- 
jury (etiologic)  factors. 

TRISS:  A  mathematic  formula  that  incorporates  physiologic  (Trauma  Score),  anatomic 
(Injury  Severity  Score),  age  (55  years  is  the  cutoff),  and  variables  that  predict  mortality 
for  a  given  patient  or  group  of  patients. 

Uncompensated  Care:  Care  for  which  no  reimbursement  is  made. 

Undertriage:  Directing  fewer  patients  to  trauma  centers  than  is  warranted  because  of 
incorrect  identification  of  patients  as  having  minor  injuries  when  retrospective  analysis 
indicated  severe  injuries. 

Ventilator:  A  device  that  ventilates  the  patient,  or  breathes  for  them  automatically. 

Verification:  A  program  through  the  American  College  of  Surgeons  Committee  on 
Trauma  in  which  trauma  care  experienced  on-site  reviewers  evaluate  capability  and 
performance  of  an  institution. 

VFR  (Visual  Flight  Rules):  The  specific  FAA  Regulations  that  apply  to  aircraft  when 
they  are  conducting  flight  with  visual  reference  to  the  ground. 
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See  Attached  Report 
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TRAUMA  SCENE  AND  INTERFACILITY  TRANSPORTS: 
BAY  AREA  AIR  MEDICAL  TRANSPORT  SURVEY 

Introduction 

In  an  effort  to  project  the  number  of  EMS  helicopter  landings  SFGH  could  expect  on  an 
annual  basis  if  a  helipad  were  located  on  its  campus,  the  study  team  conducted  a 
survey  of  Bay  Area  Trauma  Centers,  EMS  agencies  and  Air  Medical  service  providers. 

Method 

Level  I  and  II  Trauma  Centers,  EMS  Agencies  and  Air  Medical  service  providers  in  the 
Bay  Area  were  asked  to  provide  data  from  current  programs.  Data  sources  include 
EMS  Agency  databases,  Trauma  Center  registries,  air  and  ground  ambulance  company 
databases  and  air  rescue  service  provider  databases.  Data  contributors  were  asked  to 
provide  annual  numbers  of  trauma  scene  and  trauma  interfacility  transfers  incoming  to 
their  facilities/jurisdictions  or  if  a  pre-hospital  ground/air  service  provider,  annual 
numbers  of  trauma  scene  and  interfacility  transports. 

Results 

100%  of  the  surveyed  Trauma  Centers  responded.  Four  out  of  five  EMS  agencies  with 
developed  databases  responded  with  reports.  One  out  of  three  Air  Rescue  providers 
responded;  all  three  Bay  Area  Air  Ambulance  providers  responded,  and  the  ground 
ambulance  service  provider  for  the  Golden  Gate  National  Recreation  Area  responded. 
Reporting  periods  varied  from  1  to  19  calendar  years  since  1983. 

Table  B-1  provides  data  on  annual  trauma  transports  to  regional  trauma  centers,  to 
neighboring  Bay  Area  counties,  and  transports  provided  by  Bay  Area  air  medical 
transport  providers. 
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Table  B-1 — Annual  Air  Transports 


Trauma  Centers 

LOCATION 

ANNUAL  AVERAGE 
(OR  TOTAL)  NUMBER 
OF  AIR  TRANSPORTS 
(SCENE  & 

INTFRFACII  ITV) 
//V  /  Cnrnv/ILl  i  if 

REPORTING  PERIOD 

John  Muir  Medical 

Oclllcl 

Walnut  Creek 

-700  per  year;  ~2  per 
udy         /o  unci  idoiiuy^ 

2002  (Annual  average 

1  IcJo  II IOI  tJaocLI  oLcaUily 

since  desiqnation  in 

1  C?OU  J 

Eden  Medical  Center 

Hayward 

Average  68  per  year 
(-10/year  from  John 
Muir  when  diverting  pts; 
most  air  ambulance  pts. 
are  from  Livermore  and 
rural  areas) 

2000  -  2001 

Santa  Rosa  Memorial 
Hospital 

Santa  Rosa 

Not  reDorted 

Oakland  Children's 
Hospital 

Oakland. 

Not  reported 

Stanford  University 
Medical  Center 

Stanford 

Averaae  1 23  (94% 
scene^ 

1999  -  2002 

Santa  Clara  County 

Average  73 

1998-2001 

Marin  County 

Total  82 

2001  (first  year  of 
trauma  system 
implementation) 

San  Mateo  County 

0-9  from  No.  San  Mateo 
County 

Current  estimate  from 
EMS  Clinical  Operations 
Manger 

Alameda  County  

Not  reported  

Air  Rescue  Providers 

(scene  transports  only) 

California  Highway 
Patrol 

Napa  County  Airport 

Average  27 

1998-2002 

East  Bay  Regional 
Parks 

Hayward  Airport 

Not  reported 

Coast  Guard  Air 
Station — San  Francisco 

San  Francisco 
International  Airport 

Not  reported 

Air  Ambulance  Providers 

(includes  all  flights— trauma  &  non-trauma) 

CALSTAR 

Concord 

1000 

1983-2002 

REACH 

Concord 

920 

1986-2002 

Life  Flight 

Stanford 

500 

1983-2002 

Table  B-2  displays  the  projected  annual  number  of  air  medical  flights  to  SFGH  for 
trauma  scene  and  interfacility  transports,  by  departure  location. 
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Table  B-2— Projected  Annual  Air  transports  to  SFGH 


DEPARTURE 
LOCATION 

HOSPITAL 
Scene  Interfacility 

PRE- 
HOSPITAL 
AIR  MEDICAL 
SERVICE 
PROVIDER 

Scene  only 

EMS  AGENCY 

Scene  & 
Interfacility 

ESTIMATED  ANNUAL 
NUMBER  OF  FLIGHTS 
TO  SFGH 

North  San  Mateo 
County  (within  SF 
Trauma  System 
Catchment  Area) 

San  Mateo 
County  EMS 
0-91 

0-9 

San  Francisco  and 
north  to  the  Oregon 
border  &  Lake 
Tahoe 

Data  from 
Santa  Clara 
Co.  EMS 
agency2- 
annual  average 

Annual  Average  =  16 

~3  of  these  16  patients 
are  transported  from  the 
scene         in  San 
Francisco — likely  a 
water/cliff/island  rescue. 
All  of  these  16  patients 
are  transported  to  one  of 
three  Trauma  Centers  in 
Santa  Clara  County. 

Alameda  County 

Eden 
103 

10 

TABLE  CONTINUED 
NEXT  PAGE 

Jan  Ogar,  RN,  Clinical  Operations  Manager,  San  Mateo  County  Emergency  Medical  Services.  Personal 
Communication.  November  7,  2002. 

2  Che-Chuen  Ho,  Data  Systems  Manager,  Santa  Clara  County  EMS  Agency.  Special  Report:  Annual  Helicopter 
Trauma  Transports:  1998-2002.  December  06,  2002.  This  report  tallies  the  annual  helicopter  transports  into  Santa 
Clara  County  for  injured  patients;  some  are  scene  transports,  most  from  outside  the  Bay  Area  are  interfacility 
transports.  The  patients  go  to  one  of  three  Trauma  Centers:  Stanford  University  Hospital  in  Stanford.  San  Jose 
Medical  Center  in  San  Jose,  or  Santa  Clara  Valley  Medical  Center  in  San  Jose.  This  could  conceivably  be  a  high 
number  to  expect  to  come  to  SFGH  at  startup  of  helipad  use. 

3  Bonnie  Seaman,  Trauma  Registrar,  Eden  Hospital,  Castro  Valley,  California.  Personal  Communication.  December 
3,  2002.  This  is  the  average  annual  number  of  trauma  patients  diverted  to  Eden  from  John  Muir.  Most  of  the  68 
yearly  trauma  air-medical  transports  to  Eden  Hospital  originate  in  the  Livermore  and  eastern  rural  regions  of 
Alameda  County.  Very  few  come  from  the  880  freeway  or  from  Marin  County. 
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DEPARTURE 
LOCATION 

HOSPITAL 
Scene  InterfaciNty 

PRE- 
HOSPITAL 
AIR  MEDICAL 
SERVICE 
PROVIDER 

Scene  only 

EMS  AGENCY 
Scene  only 

ESTIMATED  ANNUAL 
NUMBER  OF  FLIGHTS 
TO  SFGH 

OUMlId  OUbld 

County 

John  Muir 
0-14 

D-1 

U  I 

ividiiii  v^vjuiuy 

•    West  Marin 

John 
Muir 
125 

National  Parks 
Service 
86 

Marin  County 
EMS 

327 

12° 

-—  —  

Sonoma-Napa 

Counties 

Santa 
Rosa 
Memorial 
Hospital  0- 
59 

U-0 

Greater  Bay  Area, 
north  of  San  Mateo 
County 

CHP 

27io 

TOTAL 

53 

4  Kacey  Hansen,  Trauma  Coordinator,  John  Muir  Medical  Center,  Walnut  Creek,  California.  Personal 
Communication.  December  3,  2002. 

5  K.  Hansen,  Ibid.  These  patients  come  from  Marin  County.  John  Muir  receives  an  average  of  one  patient  per 
month  from  Marin  County;  usually  West  Marin.  This  volume  is  likely  to  be  referred  to  SFGH  if  it  had  a  helipad. 

6  Jeff  Hubbard,  Paramedic  Coordinator,  National  Parks  Service,  Presidio,  San  Francisco,  California.  Personal 
Communication.  December  3,  2002;  February  20,  2003.  These  patients  usually  are  bicyclists  with  head  injuries 
from  the  Marin  Headlands,  and  are  flown  by  HEMS  to  John  Muir  or  Stanford.  In  2002,  5  of  8  patients  airlifted  from 
the  GGNRA  were  San  Francisco  residents. 

7  Marin  County  EMS  Program  2001  Annual  Helicopter  Report.  This  represents  the  total  number  of  air-medical 
trauma  transports  from  West  Marin  in  calendar  year  2001 .  Includes  children  and  adults  transported  to  John  Muir 
Medical  Center,  Santa  Rosa  Memorial  Hospital  and  Oakland  Children's  Hospital.  Those  with  destinations  to  Santa 
Rosa  Memorial  are  from  a  northern  Marin  County  catchment  area  that  would  remain  in  the  Santa  Rosa  Memorial 
catchment  if  SFGH  had  a  helipad. 

8  K.  Hansen,  Ibid. 

9  Jan  Gritsch,  Trauma  Program  Manager,  Santa  Rosa  Memorial  Hospital,  Santa  Rosa,  California.  Personal 
Communication  November  26th,  2002.  Likely  interfacility  transports  for  aortic  injury  repair. 

1  Lt.  Greg  Tracey,  Air  Operations  Unit,  California  Highway  Patrol,  Napa,  California.  Personal  Communication. 
December  3,  2002.  This  number  is  an  average  of  the  CHP  medevac  operations  in  the  geographic  region  north  of 
San  Mateo  County  to  Mendocino,  Napa,  Sonoma  and  Solano  Counties,  during  the  years  1998-2002  (1998  =  28; 
1999  =  30;  2000  =  20;  2001  =  27;  2002  =  30;  average  =  27).  These  operations  likely  are  for  trauma  patients  from 
freeway  accidents,  but  the  medical  vs.  trauma  patient  breakdown  is  not  specified  in  this  report. 
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Based  on  SFGH  Trauma  Registry  data  over  the  last  10  years,  an  additional  average  of 
3  pediatric  patients  per  year  are  expected  to  be  transported  by  helicopter  from  SFGH  to 
a  designated  pediatric  trauma  center. 

Discussion 

Direct  air  transport  to  hospitals  in  the  U.S.  began  in  1972  with  one  helicopter  at  St. 
Anthony's  hospital  in  Denver,  Colorado.  Currently,  hospital-based  programs  in  the 
Western  United  States  average  over  700  patient  transports  per  year;  programs 
nationwide  transport  an  annual  total  of  over  200,000  patients  [1].  Typically,  start-up 
volume  is  proportionately  small  during  the  first  year  of  a  developing  program  [2];  this 
same  pattern  of  growth  is  expected  at  SFGH. 

By  way  of  comparison,  John  Muir  Medical  Center  (JMCC)  in  Walnut  Creek  is  a  Level  II 
Trauma  Center,  and  the  only  trauma  center  with  a  helipad  within  the  neighboring  region 
inclusive  of  Contra  Costa,  Solano  and  Napa  Counties.  While  this  air  medical  catchment 
population  of  nearly  1.5  million  [3]  is  roughly  equivalent  to  that  of  SFGH,  the  population 
density  of  Walnut  Creek  and  its  immediate  environs  is  that  of  a  less  dense  suburban 
and  rural  region — and  therefore  would  support  a  greater  number  of  helicopter  transports 
from  the  scene  of  accidents.  The  majority  (-75%)  of  the  700  annual  air  transports  to 
JMCC  are  from  the  scene  of  accidents — supporting  over  one  half  of  the  annual  total 
trauma  patient  volume  at  JMCC,  which  is  roughly  equivalent  to  that  of  SFGH  (1,200 
admissions  per  year).  SFGH  currently  receives  100%  of  its  annual  volume  by  ground 
transport. 

With  the  addition  of  air  access  to  the  SFGH  facility,  most  of  the  incoming  traffic  during 
the  initial  startup  phase  of  operations  will  be  from  scene  transports  within  its  immediate 
air  catchment  region — inclusive  of  the  offshore,  bridge  and  island  areas  of  San 
Francisco  County,  southwest  Marin  County  and  northern  San  Mateo  County  (see 
catchment  area  maps  in  Chapter  2).  This  initial  annual  air  transport  volume  to  SFGH  is 
expected  to  be  small  by  comparison  with  that  of  JMCC,  because  the  bulk  of  the  air 
catchment  region  for  San  Francisco  is  a  densely  populated  urban  area.  By  contrast 
with  JMCC,  the  Level  I  trauma  services  and  the  tertiary  care  medical  services  at  SFGH 
will  provide  opportunities  for  education  and  referral  outreach  to  a  broad  northern 
California  region.  Given  active  outreach  by  SFGH  specialists,  the  annual  air  transport 
volume  to  this  facility  is  expected  to  increase  over  a  three  to  five  year  period  as  referral 
patterns  from  community  hospitals  and  lower  level  trauma  centers  shift  to  include  this 
prominent  research  and  tertiary  care  facility. 

Anticipating  that  use  patterns  of  the  SFGH  helipad  will  expand  as  regional  facilities 
become  aware  of  more  rapid  access  to  this  well-renowned  tertiary  referral  center,  it  is 
estimated  that  SFGH  will  receive  a  maximum  average  of  two  helicopters  per  day,  or 
roughly  700  per  year.  This  estimate  includes  interfacility  transfers  to  specialty  care 
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facilities  north  of  Market  Street  (CPMC,  UCSF,  St.  Francis)  which  currently  average  240 
transports  per  year  from  the  Hunters  Point  Public  Safety  Helipad,  and  critical  trauma 
and  medicine  referrals  to  SFGH. 

Conclusion 

The  results  of  this  survey  of  the  Bay  Area  Air  Medical  Transport  system  indicate  that 
SFGH  can  expect  to  receive  roughly  one  patient  per  week  during  the  first  year  of 
helipad  use.  The  renowned  expertise  of  this  Medical  Center  will  likely  influence  regional 
referral  patterns,  and  over  a  short  period  of  time  (3-5  years)  the  hospital  can  expect  to 
receive  an  estimated  average  of  700  air  transport  patients  per  year — roughly  2  per 
day — as  SFGH  specialty  care  programs  conduct  outreach  to  neighboring  regions. 
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Appendix 


Introduction 

Injury  is  as  significant  a  public  health  problem  in  San  Francisco,  as  it  is  nationwide.  In 
the  U.S.  injuries  are  responsible  for  more  years  of  potential  life  lost  than  cancer  and 
heart  disease  combined.1  Every  year,  injuries  that  require  hospitalization  for  San  Fran- 
ciscans occur  to  one  person  in  140. 2 

Who  Gets  Injured? 

Age  and  Gender 

Injury  occurs  in  all  ages,  although  the  risk  of  injury  is  higher  in  young  adult  males.  Re- 
flecting nationwide  patterns,  the  majority  of  Trauma  Center  admissions  in  San  Fran- 
cisco are  males  between  the  ages  of  18  and  44. 3  Injury  is  the  leading  cause  of  death 
for  San  Franciscans,  ages  15-24.  From  1990-1995,  among  San  Francisco  residents, 
traumatic  injuries  caused  75  percent  of  all  deaths  among  15-24  year  olds  and  43  per- 
cent of  all  deaths  among  5-14  year  olds.4  Over  the  last  decade  there  has  been  a 
steady  rise  in  critical  injury  admissions  to  SFGH  among  people  over  age  45. 5  Falls  are 
the  leading  cause  of  injury  hospitalizations  and  deaths  in  San  Francisco  elderly  resi- 
dents.6 

Social  Factors  and  the  Risk  of  Injury 

San  Francisco's  population  is  one  of  the  most  ethnically  diverse  in  the  State  of  Califor- 
nia: 50%  of  San  Franciscans  are  Caucasian,  31%  Asian,  14%  African  American  and 
8%  are  Hispanic.7  The  following  charts  describe  the  distribution  of  ethnic  groups  in 
San  Francisco  and  at  the  SFGH  Trauma  Center.  While  the  charts  appear  to  be  similar, 
Figure  C-2  (see  below)  indicates  that  injuries  tend  to  be  distributed  disproportionately 
within  the  population. 


1  Institute  of  Medicine,  "Reducing  the  Burden  of  Injury:  Advancing  Prevention  and  Treatment"  ed.  R.J.  Bonnie. 
Fulco,  Carolyn  E.,  Liverman,  C.T.  1999,  Washington  D.C.:  National  Academy  Press.  269. 

2  McLouglin,  E.,  2001,  op.  cit. 

3  Shagoury,  C.  "San  Francisco  General  Hospital  Medical  Center  Trauma  Registry  Statistics  for  Calendar  Year 
2001 ."  2002,  San  Francisco  General  Hospital:  San  Francisco. 

4  Aragon,  T.,  Reiter,  R.,  Katcher,  B.  "San  Francisco  Burden  of  Disease  and  Injury:  Mortality  Analysis.  1990- 
1995."  1998,  San  Francisco  Department  of  Public  Health:  San  Francisco,  p.  134. 

5  Shagoury,  2002.  op.  cit. 

6  McLouglin,  2001.  op.  cit. 

7  US  Census  Bureau,  "State  and  County-  Quick  Facts."  2000,  US  Census  Bureau. 
http://quickfacts.cerisus.gov/qfd/states/06/06075.htrnl 
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San  Francisco  Population  by  Race 
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Figure  C-1 


SFGH  Trauma  Admissions 
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Figure  C-2 

Mechanism  of  Injury 

Blunt  and  Penetrating  Injuries 

As  in  most  densely  populated  urban  regions,  San  Francisco  tends  to  have  relatively 
higher  rates  of  penetrating  injury  death,  while  the  rates  of  blunt  injury  death  tend  to  be 
lower  than  for  suburban  and  rural  areas.  An  informative  comparison  of  San  Francisco 
to  other  urban  areas  in  California8  reveals  what  the  injury  death  rates  would  have  been 
in  1996  if  Oakland,  San  Jose  and  Los  Angeles  each  had  a  population  identical  to  San 
Francisco's.  Oakland  and  Los  Angeles  would  have  had  the  highest  firearm  death 
rates;  San  Francisco  had  the  highest  falls  death  rate  and  the  lowest  motor  vehicle  traf- 
fic death  rate.9 


McLaughlin,  E.,  Wetzel,  M.,  Skaj,  P.,  Radetsky,  M.  "Profile  of  Injury  in  San  Francisco."  1998,  The  San  Fran- 
cisco Department  of  Public  Health  and  The  San  Francisco  Injury  Center:  San  Francisco. 
9  Ibid. 
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Penetrating  Injury  Incidence  Decline.  The  incidence  of  penetrating  injuries  treated  at 
San  Francisco  General  has  fallen  steadily  since  1993,  and  accounts  for  most  of  the  de- 
cline in  the  annual  trauma  center  admission  rate  during  that  time.10 

Blunt  Injuries  are  Leading  Causes  of  Admissions.  The  three  leading  causes  of  admis- 
sions to  the  Trauma  Center  in  2000  were  falls,  motor  vehicle  crashes  and  auto  vs.  pe- 
destrian injuries.11  Blunt  injury  admissions  (vs.  penetrating  injury  admissions)  ac- 
counted for  77%  of  the  total  admissions  to  the  trauma  center  that  year.  In  1 998  among 
all  hospitals  in  San  Francisco,  the  leading  cause  of  injury  hospitalizations  was  falls. 
These  occur  primarily  in  the  elderly,  and  account  for  lengthy  hospital  stays.12 

Pedestrians  and  Motor  Vehicles 

Pedestrians  in  San  Francisco  were  at  a  greater  risk  of  dying  from  motor  vehicle  traffic 
crashes  than  vehicle  occupants  in  nine  out  of  the  ten  years  from  1989-1998.  In  1998, 
53%  of  those  killed  in  motor  vehicle  crashes  were  pedestrians.  By  contrast,  nation- 
wide, this  number  drops  to  13%.  Those  at  highest  risk  of  injury  and  death  due  to  motor 
vehicles  are  the  elderly,  followed  by  15-24  year  olds.  The  elderly  are  at  highest  risk  for 
pedestrian  injuries.  Pedestrian  injuries  occur  most  frequently  in  congested  downtown 
areas  of  San  Francisco.13 

Social  Burden  of  Injury  and  SFGH's  Functional  Recovery  Programs 

In  a  1989  report  to  the  U.S.  Congress,  a  landmark  study  of  economic  and  social  costs 
of  injury  included  a  detailed  case  study  description  of  the  intangible  impact  of  injury  on 
the  lives  of  10  individuals,  their  families  and  communities  in  the  San  Francisco  Bay 
Area.14  This  .section  of  the  report  revealed  how  the  cost  of  severe  injury  "goes  far  be- 
yond initial  medical  treatment  and  includes  housing,  disability-related  equipment,  long- 
term  rehabilitation,  education  and  vocational  training".  More  recent  studies  of  trauma 
survivors  reveal  the  significant  impact  of  post-traumatic  stress  disorder,  depression, 
and  other  measures  of  peri-traumatic  stress  and  functional  limitations,  which  delay  abil- 
ity to  return  to  work  and  other  social  roles.15  With  recent  data  from  the  U.S.  Burden  of 


10  Shagoury,  2002.  op.  cit. 

11  Shagoury,  2001.  op.  cit. 

12  McLouglin,  2001.  op.  cit.  and  McLouglin,  et  al.  1998.  op.  cit. 

13  McLouglin,  2001.  op.  cit. 

14  Rice,  D.M.,  EJ  and  Associates,  "Cost  of  Injury  in  the  United  States:  A  Report  to  Congress."  1989.  Institute  for 
Health  &  Aging,  University  of  California  and  Injury  Prevention  Center,  The  Johns  Hopkins  University:  San  Fran- 
cisco, CA. 

15  Michaels,  A.J.,  Michaels,  C.E.,  Moon,  C.H.,  Zimmerman,  M.A.,  Peterson,  C,  &  Rodriguez.  J.L.  "Psychosocial 
Factors  Limit  Outcomes  After  Trauma.  "  Journal  of  Trauma.  1998.  44(4):  p.  644-648. 

Holbrook,  T.L.,  Anderson,  J.P.,  Sieber,  W.,  Browner,  D.,  &  Hoyt,  D.B.  "Outcome  After  Major  Trauma  :  12-month 
and  18-month  Follow-up  Results  from  the  Trauma  Recovery  Project.  "  Journal  of  Trauma,  1999.  46(5):  p.  765-771. 
Holbrook,  T.L.,  et  al.  "Outcome  After  Major  Trauma:  Discharge  and  6-month  follow-up  results  from  the  Trauma 
Recovery  Project.  "  Journal  of  Trauma,  1998.  45(2):  p.  315-23;  discussion  323-4. 

Mock,  C,  MacKenzie,  E.,  Jurkovich,  G.,  Burgess,  A.,  Cushing,  B.,  deLateur,  B.,  McAndrew,  M.,  Morns.  J.. 
Swiontkowski,  M.  "Determinants  of  Disability  after  Lower  Extremity  Fracture.  "  Journal  of  Trauma.  2000.  49(6): 
p.  1002-1011. 
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Injury  Study16  showing  traumatic  injury  DALYs  (Disability-Adjusted  Life- Year)17  exceed- 
ing those  of  all  other  diseases,  including  HIV,  cancer  and  heart  disease,  the  previously 
underestimated  impact  of  long-term  problems  after  injury  in  a  primarily  youthful  popula- 
tion begins  to  be  revealed. 

SFGH  Department  of  Psychiatry  recently  secured  State  funding  for  a  three  year  Post- 
Traumatic  Recovery  Program  that  targets  victims  of  accidents  and  violence.  In  this 
model  program,  a  highly  trained  multilingual  team  addresses  the  psychological  and  so- 
cial needs  of  trauma  survivors  and  their  families,  dealing  with  permanent  injuries,  loss 
of  family  and  jobs,  and  the  emotional  effects  of  serious  trauma.  The  program  gives 
special  attention  to  trauma  victims  whose  life-styles  place  them  at  risk  for  recurring 
traumatic  injury.  It  is  an  innovation  unique  to  San  Francisco  General,  and  is  an  out- 
standing resource  in  the  Bay  Area  and  nationally  for  the  prevention  of  recurrent  trauma 
and  improvement  of  long-term  outcomes. 


Jaquet,  J.,  Luijsterburg,  A.J.M.,  Kalmijn,  S.,  Kuypers,  P.D.L.,  Hoftnan,  A.,  Hovius,  S.EeR.  "Median,  Ulnar  and 
Combined  Median-Ulnar  Nerve  Injuries:  Functional  Outcome  and  Return  to  Productivity. "  Journal  of  Trauma, 
2001.  51(4):  p.  687-692 

16  Michaud,  C,  Murray,  C.J.L.,  Bloom,  B.R.  "Burden  of  Disease-Implications  for  Future  Research.  "  JAMA, 
2001.  285(5):  p.  535-539. 

Centers  for  Disease  Control  and  Harvard  School  of  Public  Health,  U.S.  Burden  of  Disease  and  Injury  Study.  A 
joint  project  of  the  U.S.  Centers  for  Disease  Control  and  Harvard  School  of  Public  Health.  Preliminary,  unpub- 
lished results.  2000,  Harvard  School  of  Public  Health:  Boston,  MA. 

17  Disability-Adjusted  Life-Year:  A  summary  measure  of  health  developed  by  the  Global  Burden  of  Disease  study 
group  [43]  [44]  that  makes  it  possible  to  estimate  the  burden  of  major  diseases,  injuries,  and  risk  factors.  The 
DALY  measures  the  gap  between  the  actual  health  of  a  population  and  a  hypothetical  norm;  namely,  a  life  expec- 
tancy of  82.5  years  for  women  and  80  years  for  men.  DALYs  are  calculated  as  the  sum  of  the  years  of  life  lost  due 
to  premature  mortality  in  the  population  and  the  years  of  healthy  life  lost  due  to  disability. 
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See  Attached  Report  from  Charles  M.  Salter  Associates 
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Charles     M     Salter     Associates  Inc 


7  January  2003 

Mike  McClintock,  AICP 
Gerson/Overstreet  Architects 

116  Natoma  Street 
Third  Floor 

San  Francisco,  CA  94105-3704 

Subject:         Measurement  Report  -  San  Francisco  General  Hospital 

CSA  Project  No.  02-0435 

Dear  Mike: 

The  following  presents  the  results  of  environmental  monitoring  performed  January  2  - 
3,  2003  at  three  locations  around  San  Francisco  General  Hospital. 

Location  #1  -  North  Side  of  22nd  St.  between  Potrero  Ave.  &  Hampshire  St. 

The  first  measurement  location  was  in  a  residential  area  just  west  of  San  Francisco 
General  Hospital;  see  below  for  a  map  and  photo.  The  monitor  was  placed  on  a 
telephone  pole  at  a  height  of  9  feet  above  the  sidewalk.  A  ten-minute  spot  measurement 
was  aiso  made  at  the  monitor  location  to  obtain  a  more  precise  characterization  of  the 
short-term  noise  environment  at  this  location.  The  noise  environment  was  dominated 
by  local  traffic  (cars  and  light  trucks)  on  22nd  Street  and  traffic  on  Potrero  Avenue.  In 
addition,  pedestrians  and  occasional  airplane  flyovers  made  some  contribution  to  the 
overall  noise  environment.  The  graph  on  the  following  page  illustrates  the  measured 
noise  environment. 


McClintock,  Mike 
7  January  2003 
Page  2 


The  DNL  measured  over  the  24-hour  period  was  68  dB.  Attached  to  this  report  is  a 
graph  showing  the  hourly  noise  levels  (Leq)  as  well  as  the  overall  measured  DNL.  The 
table  on  the  next  page  shows  measured  hourly  Leq  levels  for  this  location. 
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Location  #2  -  San  Bruno  Ave.  at  23  Street 

The  second  measurement  location  was  in  a  residential  area  just  south  of  San  Francisco 
General  Hospital.  The  monitor  was  placed  on  a  telephone  pole  at  a  height  of  8  feet 
above  the  sidewalk  on  the  east  side  of  San  Bruno  Ave.  just  south  of  23rd  Street;  the  map 
and  photo  on  the  following  page  illustrate  the  measurement  location.  A  ten-minute  spot 
measurement  was  also  made  at  the  monitor  location  to  obtain  a  more  precise 
characterization  of  the  short-term  noise  environment  at  this  location.  The  noise 
environment  was  dominated  by  traffic  (cars  and  light  trucks)  on  23rd  Street  and  San 
Bruno  Avenue.  Most  of  the  traffic  was  due  to  the  parking  structure  located  across  the 
street  and  general  hospital  circulation.  In  addition,  pedestrians  and  occasional  airplane 
flyovers  made  some  contribution  to  the  overall  noise  environment.  The  graph  on  the 
following  page  illustrates  the  measured  noise  environment. 
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The  DNL  measured  over  the  24-hour  period  was  65  dB.  Attached  to  this  report  is  a 
graph  showing  the  hourly  noise  levels  (Leq)  as  well  as  the  overall  measured  DNL.  The 
table  on  the  next  page  shows  measured  hourly  Leq  levels  for  this  location. 
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Location  #3  -  DeHaro  Avenue  at  24  Street 

The  third  measurement  location  was  in  a  residential  area  east  of  San  Francisco  General 
Hospital.  The  monitor  was  placed  on  a  telephone  pole  at  a  height  of  8  feet  above  the 
sidewalk  on  the  west  side  of  DeHaro  Ave.  at  the  corner  of  24th  Street;  the  map  and 
photo  on  the  following  page  illustrates  the  measurement  location.  A  ten-minute  spot 
measurement  was  also  made  at  the  monitor  location  to  obtain  a  more  precise 
characterization  of  the  short-term  noise  environment  at  this  location.  Background  noise 
is  controlled  by  US  Highway  101  and  punctuated  with  occasional  local  traffic  and 
aircraft  flyovers.  The  graph  on  the  following  page  illustrates  the  measured  noise 
environment. 
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Location  3  -  West  Side  of  DeHaro  at  24th  Street 
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The  DNL  measured  over  the  24-hour  period  was  65  dB.  Attached  to  this  report  is  a 
graph  showing  the  hourly  noise  levels  (Leq)  as  well  as  the  overall  measured  DNL.  The 
table  on  the  next  page  shows  measured  hourly  Leq  levels  for  this  location. 
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If  you  have  any  questions  regarding  the  measurements,  you  can  contact  me  at  x272. 


Sincerely, 

CHARLES  M.  SALTER  ASSOCIATES,  INC. 


Randy  D.  Waldeck 
Consultant 


RDW 
Enclosures 

\\CSAProjects\y2002\02-0435_JCF_07Jan03rd\v(Measurement  Report).doc 
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See  Attached  Materials 
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San  Francisco  General  Hospital 
Addition 

And 
Heliport 

San  Francisco  General  Hospital  is  proceeding  with  plans  to 
build  a  384,550  sq.  ft.  eight-floor-plus  "Health  Tower"  with  a 
helicopter-landing  pad  on  its  roof.  This  expansion  will  cover  the 
south  parking  lot  that  is  situated  between  the  present  hospital  and 
23rd  Street.  It  will  be  a  mammoth  building,  reaching  well  over  100 
feet.  Its  340  by  215-ft.  footprint  would  be  large  enough  to  cover  an 
entire  football  field.  If  this  plan  goes  forward,  there  will  be  years  of 
increased  congestion  at  the  already  limited  23rd  Street  access  to 
Potrero  Hill. 

There  is  no  doubt  about  SF  General's  requirement  to  conform 
to  current  seismic  standards.  However,  the  medical  center  is  also 
struggling  with  major  issues  of  changing  demographics  that  are 
reducing  the  need  for  some  services.  To  keep  its  current  funding 
status  and  requisite  volume  of  patients,  the  trauma  unit  is 
proposing  building  a  heliport  that  would  enlarge  its  service  to 
cover  all  of  northern  California,  from  the  San  Francisco  Bay  Area 
to  the  Oregon  border.  This  arrangement  would  necessitate 
expanded  trauma  facilities  and  frequent  helicopter  landings  at  the 
hospital.  Medi-vac  helicopters  are  large,  loud  and  dangerous.  They 
would  fly  low  over  Potrero  Hill  and  the  Mission  District,  taking  off 
and  landing  at  all  hours. 

This  heliport  would  provide  a  service  by,  but  not  primarily 
for,  the  citizens  of  San  Francisco.  The  city  and  neighborhoods 
surrounding  SF  General  are  being  asked  to  carry  more  than  their 
fair  share  of  the  hosoital  needs  of  the  whole  of  northern  California. 
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MedEvac  Helicopter  Crashes,  Killing  2 
■ledic  Jumps  From  Falling  Chopper 


LEVELAND  --  A  medical  helicopter  crashed  into  a  ball  of  flames  in  Cleveland,  killing  two  people. 

«e  chopper  taking  off  from  University  Hospitals  just  after  midnight  hit  one  of  the  buildings  and  caught  fire. 

Amazingly,  a  third  person  on  board,  29-year-old  medic  Joe 
Paoletta  of  Brecksville,  jumped  from  the  helicopter  as  it  was 
falling.  He  is  the  only  survivor.  He  was  transferred  to 
MetroHealth  Medical  Center,  where  he's  listed  in  fair  condition 
H  with  burns  over  25  percent  of  his  body. 

t  The  flight  nurse,  Kelly  Conti,  38,  of  Wickliffe,  and  pilot  William 
Spence,  51,  or  Marshal lville,  died  in  the  crash.  The  hospital  said 
that  Spence  was  a  former  National  Guard  pilot. 

nother  helicopter  pilot,  Capt.  Thorn  Bencin,  told  NewsChannel5  that  the 
edEvac  No.  8  was  on  its  way  to  pick  up  a  patient.  Ii 
:lipad  and  it  clipped  the  10th  floor  of  Lemer  Tower. 

itients  inside  the  hospital  were  not  affected. 

■Sgffpigi  If  | 

'i messes  said  they  heard  two  loud  booms  and  saw  huge  flames  shooting  into  the 


edEvac  No.  8  was  on  its  way  to  pick  up  a  patient.  It  had  trouble  getting  off  the  U^rr:M^M^rB 


here  was  an  explosion  and  sparks  everywhere,"  one  witness  said. 

^ederal  Aviation  Administration  and  National  Transportation  Safety  Board  are 
-ieir  way  to  Cleveland  to  investigate  what  happened. 
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SOUND  PRESSURE  LEVELS 

(in  decibels  -  dB) 


160 

Jet  engine  -  close  up 

150 

Snare  drums  played  hard  at  6  inches  away 
Trumpet  peaks  at  5  inches  away 

140 

Rock  singer  screaming  in  microphone  (lips  on  mic) 

Threshold  of  pain 

130 

Pnuematic  (jack)  hammer 

Cymbal  crash 

Planes  on  airport  runway 

120 

Fender  auitar  amolifier  full  volume  at  10  inches 
away 

Power  tools 

110 

Subway  (not  the  sandwich 

shop) 

100 

90 

Heavy  truck  traffic 

80 

Typical  home  stereo  listening  level 

Acoustic  guitar,  played  with  finger  at  1  foot  away 

Average  factory 

70 

Busy  street 

Small  orchestra 

60 

Conversational  speech  at  1  foot  away 

A                                 rr  • 

Average  office  noise 

50 

Quiet  conversation 

40 

Quiet  oTTice 

oU 

Quiet  living  room 
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10 

Quiet  recording  studio 

0 

Threshold  of  hearing  for  healthy  youths 

This  table  is  courtesy  of  Coolmath.com.  Please  visit! 
http://www.coolmath.com 


Make  Our 
Neighborhood 

A 

No  Fly  Zone 


***  Stop  the  Choppers  *** 


Oppose  scheduled  helicopter  landings  at 
San  Francisco  General  Hospital 


Make  your  voice  heard  at  the  Heath  Commission  meeting 

Tuesday,  March  4 

3:00  p.m. 
Health  Commission 
101  Grove  Street 


EXPERT    OPINIONS    AND    LETTERS    OF    SUPPORT  Appendix 


See  Attached  Summary  and  Letters 
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San  Francisco 


Department  of  Pediatrics 


RECEIVED 


JAM  0  7  VlCOi 


San  Francisco  General  Hospital 
1001  Potrero  Avenue,  MS6E 
San  Francisco,  CA  941 10 
tel:  415/206-8361 
fax:  415/206-3686 


Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital  -  Ofc  #2A5 

1001  Potrero  Avenue 

San  Francisco,  CA  94 1 10 

Dear  Ms.  O'Connell, 

I  am  writing  this  letter  in  support  of  the  need  for  air  medical  access  to  San 
Francisco  General  Hospital  (SFGH).  I  am  a  general  pediatrician  working  at  the 
Children's  Health  Center  (CHC)  on  SFGH  campus.  Our  General  Pediatrics 
Division  has  been  an  integral  part  of  SFGH  Trauma  Care  Service  for  pediatric 
patients.  Under  the  supervision  of  the  Emergency  Department  Attending 
physicians,  our  interns  and  residents  have  the  opportunity  to  learn  about  trauma 
care  for  our  pediatric  patients.  Our  pediatric  residents  and  attending  physicians 
also  work  closely  with  the  ICU  team  to  provide  the  continuity  care  for  trauma 
patients  after  the  initial  stabilization  of  these  patients.  This  opportunity  has  been 
invaluable  learning  experience  for  the  residents. 

As  a  Level  I  Trauma  Center.  SFGH  is  the  sole  referral  center  for  major  trauma 
within  San  Francisco.  Within  the  Bay  Area  medical  community,  SFGH  Trauma 
Center  is  well  known  for  its  excellent  services.  To  maintain  top-level 
proficiency,  it  is  essential  to  obtain  a  high  volume  of  trauma  cases.  Given  the 
current  population  density  and  traffic  in  San  Francisco  and  adjacent  areas,  a 
medical  helipad  at  SFGH  would  provide  faster  access  for  better  patients' 
outcome.  In  addition,  higher  volume  of  patients  can  be  achieved  if  the  trauma 
service  also  can  be  extended  to  include  Marin  county  and  beyond. 

I  urge  you  to  report  to  the  Health  Commission  the  dire  need  for  air  medical 
access  to  SFGH.  This  service  will  ensure  SFGH  Trauma  Center's  vitality  and 
SFGH  commitment  to  provide  Pediatric  trauma  care. 


Sincerely, 


Cam-Tu  Tran,  MD 
Assistant  Clinical  Professor 


/ 


Alisa 

Gean/SOM/UCSF@UCS 
FEXCH 


cc: 

Subject:  Emergency  air  medical  access  to  SFGH 


To:  Gene  0'Connell/DPH/SFGOV@SFGOV 


01/17/03  12:50  PM 


It  is  truly  amazing  to  me  that  SFGH  does  not  have  a  medical  helipad.  I  have  been  the 
Director  of  Neuroradiology  at  SFGH  for  over  13  years,  and  have  patiently  (now  impatiently) 
awaited  the  arrival  of  air  medical  access.  My  primary  clinical  and  research  interests  are  in  the 
field  of  brain  and  spinal  cord  injury.  In  this  regard,  I  lecture  throughout  the  world  on  state  of 
the  art  diagnosis  of  head  trauma,  and  I  have  authored  the  internationally  recognized  textbook 
titled,  "Imaging  of  Head  Trauma".  Unfortunately,  SFGH  is  not  state  of  the  art!  Without  a 
medical  helipad,  we  are  significantly  limited  in  our  ability  to  treat  trauma  victims.  This  is 
because  "time  is  brain",  and  delaying  patient  arrival  delays  patient  treatment.  The  absence  of 
air  medical  access  is  not  only  embarrassing,  it  is  a  matter  of  life  and  death. 

Sincerely, 

Alisa  D.  Gean,  MD 


Alisa  D.   Gean,  MD 
Professor 

Radiology,   Neurology,   and  Neurological  Surgery 

University  of  California,   San  Francisco 

San  Francisco  General  Hospital 

office:  415-206-8931 

fax:  415-206-4004 

pager:  415-719-2672 

email :   alisa . gean@radiology . ucsf . edu 


University  of  California 
San  Francisco 


/ 


San  Francisco  General  Hospital 
001  Potrero  Avenue.  MS6E 
3an  Francisco,  CA  941 1 0 
el:  415/206-8361 
ax:  415/206-3686 


Department  of  Pediatrics 


!    February  14,2003 


Gene  Marie  O'Connell 
Executive  Administrator 
San  Francisco  General  Hospital 
1001  Potrero  Avenue  -Suite  #2A5 
San  Francisco,  CA  94110 


Dear  Gene: 

I  write  to  re-enforce  the  importance  of  improving  medical  care  in  San 
Francisco,  specifically  in  regard  to  air  medical  access  to  San  Francisco 
General  Hospital.  In  the  past,  I  have  often  voiced  concerns,  as  have  many 
others,  that  SFGH  is  hampered  in  providing  state-of-the-art  medical  care  as  a 
Level  1  trauma  center  because  we  can  only  transport  patients  here  by 
ambulance.  Such  a  slow  response  time  limits  referrals  and  likely  increases 
morbidity  and  mortality  for  adult  and  pediatric  trauma  victims  in  and  around 
San  Francisco.  In  the  year  2003,  this  seems  unacceptable  in  a  major 
American' city  with  an  internationally  recognized  trauma  team.  It  is  also  my 
understanding  that  our  center  cannot  continue  its  high  level  of  service  and 
credentialing  without  immediately  addressing  this  urgent  need. 

As  you  know  I  have  worked  at  SFGH  for  the  past  20  years  in  neonatal 
intensive  care,  but  more  recently  experienced  the  efficacy  of  a  very  active  air 
transport  system  at  Children's  Hospital  in  Oakland  when  I  spent  a  month 
working  in  the  pediatric  intensive  care  unit  there.  I  was  impressed  at  the 
speed  with  which  critically  ill  and  injured  patients  arrived  for  high-level  care 
!     there,  and  was  embarrassed  by  the  contrast  with  care  at  SFGH.  Certainly,  I 
understand  issues  which  make  this  a  difficult  development  in  San  Francisco. 
However,  Oakland  too  must  have  deal  with  issues  of  costs,  noise,  community 
preservation,  and  neighborhood  safety.  I  urge  your  support  at  the  up-coming 
Health  Commission  meeting  on  March  4th.  The  strong  support  of  the  Health 
Commission  will  be  vital  to  ensure  the  health  of  both  pediatric  and  adult 
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patients  needing  immediate  critical  care.  Despite  the  difficult  fiscal  situation 
in  the  City  and  County,  as  well  concerns  about  the  availability  of  federal 
support,  it  is  critical'that  we  both  preserve  and  try  to  improve  the  critical  care 
network  we  have  long  depended  on  in  San  Francisco  and  its  environs. 

I  have  discussed  this  with  many  of  our  staff,  all  of  whom  are  strongly  - 
supportive  of  the  feasibility  study  being  presented  at  the  Health  commission 
meeting,  as  well  strongly  supporting  an  immediate  developing  air  access  to 
augment  our  trauma  capabilities  here  at  SFGH. 


Sincerely, 


John  Colin  PartridgevJo,  MPH 
Pediatrics 

San  Francisco  General  Hospital 
Pediatrics 

University  of  California  San  Francisco 


FEB  1  h  2003 

ADMINISTRATION  npniTii 
SAH  FRANCISCO  GENERAL  HOSPITAL 


STATE  OF  CALIFORNIA— HEALTH  AND  HUMAN  SERVICES  AGENCY 


GRAY  DAVIS.  Cove 


EMERGENCY  MEDICAL  SERVICES  AUTHORITY 

'  9TH  STREET 

iAMENTO,  CALIFORNIA  95814-7043 
6)-322-4S36    FAX:  (916)  324-2875 


December  30,  2002 


CESV 


Gene  Marie  O'Connel! 
Executive  Administrator 
San  Francisco  General  Hospital 
1001  Potrero  Avenue 
San  Francisco,  CA  94110 


Ofc#2A5 


JAN  2  1  2003 

ADMINISTRATION 
SAN  FRANCISCO  GENERAL  HOSPITAL 


Dear  Ms.  O'Connell: 


I  am  writing  this  letter  to  support  the  need  for  air  medical  access  to  San 
Francisco's  Level  I  trauma  center,  San  Francisco  General  Hospital-.  As  Director 
of  the  Emergency  Medical  Services  Authority  (EMSA)  I  am  responsible  for 
oversight  and' coordination  of  emergency  medical  services  statewide,  including 
trauma. 

I  feel  that  it  is  extremely  important  for  San  Francisco  to  establish  helicopter 
access  for  emergency  services.  Trauma  systems  are  designed  to  get  patients  to 
the  most  appropriate  facility  with  the  necessary  resources  in  a  short  amount  of 
time.  In  an  event  with  multiple  injuries,  such  as  vehicle  crashes  or  earthquakes, 
or  even  a  single  case  with  specialized  needs,  it  may  be  necessary  to  quickly 
transport  patients  from  and/or  to  neighboring  jurisdictions  for  care.  Because  of 
San  Francisco's  size,  location,  and  its  bridge  access  issues,  a  helicopter  may 
often  be  the  only  viable  access  to  and  from  the  city. 

EMSA  definitely  supports  establishment  of  helicopter  access  in  San  Francisco 
and  has  previously  provided  grant  funding  to  help  facilitate  its  establishment.  In 
addition,  its  November  5,  2001  approval  of  San  Francisco's  trauma  plan  stated 
that,  "San  Francisco  may  also  wish  to  expedite  its  designation  of  a  helipad  so 
ihai  patients  may  be  expeditiously  transported  to  an  appropriate  facility."  I 
certainly  feel  that  it  would  be  a  much  needed  addition  to  the  city/county's  trauma 
system. 

Please  let  me  know  if  I  can  help  in  anyway.  I  can  be  reached  at  (916)  322-4336. 
Sincerely, 

Watson 
Interim  Director 


BISH0P+ASS0C1ATES 


January  3,  2003 


CEIVED 


Gene  Marie  O'Connell .  JAN  0  8  2003 

Executive  Administrator 

San  Francisco  General  Hospita!-Ofc #  2A5  ADMINISTRATION 
1001  Potrero  Avenue  SAN  FRANCISCO  GENERAL  HOSPITAL 

San  Francisco,  CA  94110 


Dear  Gene: 


I  am  writing  to  support  the  development  of  air  medical  access  at  San  Francisco  General 
Hospital,  which  is  essential  to  the  future  of  this  Level  I  Trauma  Center. 

I  serve  as  President  of  Bishop  +  Associates,  a  national  trauma  care  consulting  firm,  as  well  as 
President  of  the  National  Foundation  for  Trauma  Care.  Our  role  is  to  help  assure  the  ongoing 
viability  of  the  nation's  Trauma  Centers,  and  we  have  conducted  strategic  planning  for  SFGH  as 
part  of  this  role.  ' 

San  Francisco  General  Hospital  operates  the  nation's  only  Level  I  Trauma  Center  of  stature 
without  a  helipad.  As  the  sole  trauma  care  provider  for  a  1mi!lion+  population  that  is  isolated 
geographically  from  other  trauma  centers,  air  medical  access  should  be  considered  a  critical 
resource  (it  is  required  for  American  College  of  Surgeons  verification  as  a  Level  I  Trauma 
Center).  Multi-casualty  events,  of  increased  probability  due  to  the  threat  of  terror,  also  require 
the  ability  to  move  seriously  injured  patients  quickly  to  or  from  SFGH's  Level  I  Trauma  Center. 

Also  compelling  are  the  economic  benefits  of  air  medical  access.  As  SFGH  resources  have 
been  are  increasingly  focused  on  primary  care,  essential  tertiary  care  inpatient  resources  such 
as  neurosurgery  and  orthopedics  have  dissipated,  undermining  the  necessary  infrastructure 
critical  to  a  LeveTl  Trauma  Center.  Surgical  resources  in 

Like  other  major  Trauma  Centers  in  the  U.S.,  San  Francisco  General  has  the  opportunity  to 
provide  tertiary  trauma  care-to  the  seriously  injured  in  the  greater  region  surrounding  San 
Francisco  City/County.  Expanding  trauma  care  to  a  well  insured  population  increases  economic 
support  for  the  trauma  program  and  the  hospital,  and  also  help  assure  strong  clinical  support. 
An  excellent  example  is  this  impact  of  San  Francisco  General  Hospital's  arrangement  to  provide 
trauma  care  for  San  Mateo  County. 

An  SFGH  helipad  would  minimize  transport  times  for  the  seriously  injured  from  throughout  the 
greater  region  as  well  as  outlying  areas  of  San  Francisco  City/County.  The  citizens  of  San 
Francisco  City/County  would  benefit  when  they  require  immediate  air  medical  transport  to  the 
trauma  center,  and  a  helipad  would  also  help  assure  the  ongoing  viability  of  the  critical  public 
service  of  the  SFGH  Level  I  Trauma  Center. 


December  3 1,2002 


Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital-  Ofc  #2A5 

1001  Potrero  Avenue 

San  Francisco,  CA  941 10 


ADMINISTRATION 
SAN  FRANCISCO  GENERAL  HOSPITAL 


JAN  0  6  20Q3 


Dear  Ms.  O'Connell: 


are  writing  this  letter  in  support  of  the  need  for  consistently  available  air  medical  access 
at  San  Francisco  General  Hospital  (SFGH).  Since  1998,  15-25  trauma  patients  from  San 
Mateo  County  have  been  transported  each  month  to  SFGH  for  definitive  trauma  care. 
This  arrangement  has  been  very  beneficial  to  both  your  hospital  and  our  County. 

We  believe  that  the  existence  of  a  functional  helipad  at  SFGH  would  benefit  the  citizens 
of  our  county  as  well  as  increase  the  stature  and  expertise  of  your  hospital.  There  are 
large  parts  of  San  Mateo  County  that  are  remote  and  inaccessible.  We  commonly  use  air 
transport  for  severely  injured  patients  in  our  county  but  none  are  sent  to  SFGH  because  of 
the  lack  of  an  on-campus  helicopter  landing  facility.  We  think  that  our  citizens  would  be 
better  served  with  this  increased  option  for  air  transport.  This  would  also  be  extremely 
useful  in  the  event  of  a  multi  casualty  incident  or  disaster. 

We  also  believe  that  an  on-campus  helicopter  landing  facility  will  help  to  support  the 
mission  of  the  hospital  as  a  Level  1  Trauma  Center.  This  will  allow  your  hospital  to  have 
an  adequate'number  of  patients  to  maintain  its  clinical  skills  and  expertise.  Both  our 
citizens  and  your  hospital  would  benefit  from  maintaining  and  improving  its  stature  as  a 
preeminent  trauma  center. 

We  strongly  encourage  the  need  for  an  on-campus  helicopter  landing  facility  ai  SFGH 
because  of  its  implications  in  improving  trauma  care  in  the  Bay  Area. 


Board  of  Superiors:  Mark  Church  •  Rose  Jacobs  Gibson  •  Richard  S.  Gordon  •  Jerry  Hill  •  Michael  D.  Kevin  •  Health  Senlers  Dlrrclor:  VlarjSirrl  r.n 


Sincerely, 


EMS  Medical  Director 


EMS  Administrator 


Cc:     Margaret  Taylor,  Director  Health  Services 


EMERGENCY  MEDICAL  SERVICES 


225  -  37th  Avenue  •  San  Mateo.  CA  9-1-103  •  phone  650.573.256-1  •  too  650  573  3206  •  f.w  650.57:1.202!) 

http7/\uuv.smhea!th.or^ 


U1X  AND  UJUN1 1  Ui*  is  AN  fKANUi&UJ 

SAN  FRANCISCO  FIRE  DEPARTMENT 


^rlario  BL  Trevino,  Chief  of  Department 

„ymond  R.  Balzarini,  Deputy  Chief  of  Operations  £ 
Joseph  C  Asaro,  Deputy  Chief  of  Administration 


698  SECOND  STREET 
SAN  FRANCISCO  CA  94107-2015 
Telephone:  (415)  558-3400 


January  6,  2003 

Ms.  Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital 

Office  #2A5 

1001  Potrero  Avenue 

San  Francisco,  CA  94110 


Dear  Ms.  O'Connell, 

I  am  writing  in  support  of  a  study  to  assess  the  feasibility  of  access  for  air  medical  transports  into 
San  Francisco.  I  believe  there  is  a  need  for  air  medical  access,  particularly  to  the  Trauma  Center. 
This  would  also  address  the  potential  for  Mass  Casualty  Incidents,  that  may  require  Aeromedical 
transport  for  effective  mitigation. 

The  current  responsibilities  of  the  San  Francisco  Fire  Department  include  the  establishment  of 
policies  and  standards  for  fire  protection,  rescue,  and  Emergency  Medical  Services.  We  work 
cooperatively  with  the  Department  of  Public  Health,  which  oversees  the  application  of  EMS, 
while  the  Fire  Department  has  the  primary  responsibility  for  the  provision  of  Emergency 
Medical  Services  throughout  the  City  and  County  of  San  Francisco. 

Prior  to  my  appomtment  here  in  the.  San  Francisco  Fire  Department,  I  had  experience  in  two 
other  fire  departments  in  major  cities.  In  Las  Vegas,  where  I  served  as  Fire  Chief  for  five  years, 
and  in  Seattle,  where  I  served  as  Deputy  Fire  Chief,  Aeromedical  transports  were  facilitated  in 
the  Level-One  Trauma  Centers  serving  the  metropolitan  areas.  I  have  experienced  at  first  hand 
the  value  of  immediate  air  ambulance  evacuation,  and  I  find  it  surprising  that  helicopter  access  to 
the  Trauma  Center  does  not  exist  here  in  San  Francisco.  As  you  know,  Aeromedical  access  to 
Level-One  Trauma  Centers  is  considered  a  standard  in  urban  trauma  care,  and  public  safety 
operations. 

At  a  rninimum,  a  feasibility  study  will  fully  assess  the  needs  of  the  community,  and  will  help 
chart  a  course  for  the  continued  provision  of  the  best  possible  patient  care.  Please  feel  free  to 
contact  me  at  any  time,  should  you  have  any  questions  regarding  this  topic. 


Very  truly  yours, 


Mario  H.  Trevino 
Chief  of  Department 


CITY  AND  COUNTY  OF  SAN  FRANCISCO 
SAN  FRANCISCO  FIRE  DEPARTMENT 

.  e  m  «.  ^^^v  698  SECOND  STREET 

rio  H.  Trevino,  Chief  of  Department 

SAN  FRANCISCO,  CA  94107-2015 
Telephone:  (415)  558-3400 


iymond  R  Balzarini,  Deputy  Chief  of  Operations 
,seph  C.  Asaro,  Deputy  Chief  of  Administration 


January  9,  2003  m   t\]  2oCl 


Ms.  Gene  Marie  O'Connell  .  n.«iM|STRATlON 

Exeeutive  Administrator  »ftL  H0SPITAl 

San  Francisco  General  Hospital  Medical  Center  ™ 
1001  Potrero  Avenue 
San  Francisco,  CA  94110 

Dear  Ms.  0^26nnell: 

I  appreciate  the  opportunity  to  comment  on  the  proposal  to  build  an  aeromedical-landing 
site  on  the  grounds  of  San  Francisco  General  Hospital  Medical  Center.  As  the  EMS 
Medical  Director  for  the  San  Francisco  Fire  Department,. I  emphatically  believe  that  this 
proposal  could  have  a  dramatic  impact  in  decreasing  the  morbidity  and  mortality  of 
critically  ill  and  injured  patients,  both  from  San  Francisco  and  throughout  the  State  of 
California. 


San  Francisco  Fire  Department  paramedics  and  emergency  medical  technicians  (EMT's) 
are  sometimes  called  upon  to  assist  in  the  ground  transport  of  critically  ill  patients  who 
are  transported  by  medical  helicopter  to  San  Francisco.  Because  there  is  currently  no 
approved  hospital-landing  zone  in  San  Francisco,  aeromedical  helicopters  must  now  land 
at  an  outlying  region  of  San  Francisco.  This  then  requires  that  a  critically  ill  or  injured 
patient  must  be  unloaded  from  the  helicopter,  loaded  onto  an  ambulance  and  transported 
over  San  Francisco  surface  roads  to  then  be  unloaded  again  for  transfer  into  the 
emergency  department.  This  delay  and  continuous  loading  and  unloading  can  have  a 
significant  detrimental  impact  on  critically  ill  or  injured  patients  and  may  literally  mean 
the  difference  between  life  and  death  for  some  patients. 

As  you  may  know,  prior  to  joining  the  Fire  Department  and  the  UCSF  faculty,  I  served  as 
the  lead  flight  physician  for  the  Stanford  Life  Flight  areomedical  helicopter.  During  1 99 1 
and  1992, 1  was  responsible  for  the  aeromedical  transport  of  more  than  200  patients  in  the 
Bay  Area.  Despite  my  high  regard  for  the  expertise  at  SFGH  and  other  San  Francisco 
hospitals,  because  of  the  lack  of  a  hospital  aeromedical  landing  zone,  San  Francisco  was 
NEVER  the  destination  for  critically  ill  or  injured  patients.  This  was  true  even  if  that 
patient  was  picked  up  on  the  outskirts  of  San  Francisco  and  was  a  San  Francisco  resident. 
Instead,  the  decision  was  always  made  that  it  was  in  the  patient's  best  interests  to 
undertake  a  slightly  longer  flight  time  to  transport  the  patient  to  Stanford  Hospital  or  John 
Muir  Medical  Center  because  these  facilities  had  helicopter  landing  zones  that  would 
allow  for  the  rapid  delivery  of  the  patient  into  the  Trauma  Center. 


The  lack  of  an  aeromedical-landing  site  in  San  Francisco  does  not  serve  our  citizens  in 
the  manner  they  deserve.  If  a  loved  one  of  ours  were  critically  ill  or  injured  and  had  to  be 
flown  by  helicopter,  we  would  certainly  not  want  his  or  her  life  to  be  jeopardized  by 
having  to  fly  to  San  Francisco  only  to  have  to  endure  a  25-minute  ambulance  transport 
from  the  landing  zone  to  the  hospital.  Instead,  our  loved  one  would  be  transported  far 
away  from  home  when  they  could  have  been  expertly  cared  for  by  the  doctors,  nurses  and 
staff  at  San  Francisco  General  Hospital.  This  says  nothing  about  patients  from  outside  of 
San  Francisco  who  today  are  not  able  to  benefit  from  aeromedical  transport  to  San 
Francisco  General  Hospital  or  any  of  the  other  expert  medical  centers  within  San 
Francisco. 

It  is  a  fact  that  every  other  mid-size  and  large  urban  center  within  the  United  States  has 
been  successful  in  addressing  the  complex  engineering,  clinical,  and  neighborhood 
issues  that  arise  when  implementing  a  hospital  aeromedical  landing  zone.  The  fact  that 
San  Francisco  has  not  yet  been  able  to  do  this  is  lamentable,  because  the  medical 
expertise  certainly  exists  to  benefit  not  only  our  own  residents,  but  also  many  other 
critically  ill  and  injured  patients  throughout  the  Bay  Area  region. 

It  is  for  these  reasons  that  I  offer  my  unequivocal  and  emphatic  support  for  the  proposal 
to  install  an  aeromedical-landing  zone  on  the  grounds  of  San  Francisco  General  Hospital 
Medical  Center.  Please  do  not  hesitate  to  contact  me  at  (415)  561-5907  if  I  may  answer 
any  questions  regarding  this  matter. 


'  S.  Marshal  Isaacs,  MD,  FACEP 
EMS  Medical  Director 
San  Francisco  Fire  Department 


Clinical  Professor  of  Medicine 
UCSF 

Attending  Emergency  Physician 

Emergency  Services 

San  Francisco  General  Hospital 


[RHMn  Board  of  Suroqry 


1617  John  F.  Kennedy  Boulevard,  Suite  860,  Philadelphia,  Pennsylvania  19103-1847 
(21 5)  568-4000       FAX:  (21 5)  563-571 8      Internet:  http://vAVYv.absurgery.org 


RECEIVED 

January  3, 2003  JAM  U  8  ZOQ'J 

Gene  Marie  O'Connell 
Executive  Administrator 
San  Francisco  General  Hospital  -  #2A5 
1001  Potrero  Ave 
San  Francisco,  CA94110 

Dear  Ms.  O'Connell: 

I  write  to  express  my  support  for  the  efforts  currently  underway  to  provide  air 
medical  access  to  SFGH  for  the  transport  of  patients  with  emergency 
conditions,  particularly  trauma.  I  have  a  particular  appreciation  for  the 
situation,  since  I  served  as  a  staff  surgeon  at  SFGH  for  20  years,  from  1972- 
1992,  and  as  Chief  of  the  Surgery  Department  from  1986-1992.  During  that 
tenure  the  lack  of  air  access  to  SFGH  hampered  the  development  of  the 
trauma  center  functions,  and  totally  eliminated  the  possibility  of  having  the 
hospital  serve  as  an  effective  regional  trauma  center  for  the  Bay  area. 

The  essence  of  treatment  of  life-threatening  medical  conditions  is  often  the 
speed  with  which  definitive  medical  care  can  be  administered.  Despite  the 
advances  of  prehospital  treatment,  and  the  value  of  such  treatment  in 
improving  outcomes,  there  is  little  that  can  be  done  in  prehospital  care  for  the 
patient  who  has  an  exsanguinating  injury,  a  severe  head  injury,  or  severe 
respiratory  compromise.  Such  patients  survive  only  for  periods  measured  in 
minutes,  and  must  reach  definitive  care  quickly,  where  nursing,  surgical,  and 
anesthetic  expertise  are  immediately  available,  if  they  are  to  survive. 

Much  the  same  is  true  of  emergent  cardiac  conditions  and  occasionally  of 
newborn  emergencies.  For  all  of  these  conditions,  rapid  transport  to  definitive 
care  is  the  essential  condition  underlying  effective  treatment. 

In  the  central  and  northern  Bay  area,  San  Francisco  General  is  the  only  facility 
which  has  the  needed  size,  personnel,  and  expertise  to  function  in  the  manner 
described.  It  should  be  utilized  as  a  regional  facility  for  smaller  hospitals  in 
the  area,  as  well  as  for  primary  transport  of  defined  trauma  conditions,  in 
order  to  provide  the  most  effective  care  not  only  to  San  Francisco  residents, 
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but  also  to  those  of  adjacent  counties.  A  heliport  at  the  hospital,  not  based 
some  miles  away,  is  the  only  effective  way  to  make  this  a  reality.  There  are 
numerous  examples  today  around  the  country  in  which  this  model  has  been 
adopted,  and  has  been  shown  to  be  extremely  effective  in  improving  the 
trauma  care  for  a  region. 

The  development  of  air  access  to  SFGH  is  a  project  which  has  been  attempted 
in  the  past  by  a  succession  of  surgeons  and  administrators  over  a  30  year 
period  at  the  Trauma  Center,  and  it  has  always  succumbed  to  political  or 
economic  considerations.  I  don'J.think  the  medical  value  or  need  has  ever 
been  questioned.  I  am  enthusiastically  supportive  of  your  current  effort  and 
wish  you  every  success. 

Sincerely, 


Frank  R.  Lewis,  Jr.,  M.D. 


cc:  Robert  C.  Mackersie,  M.D. 
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February  20,  2003 

Gene  Marie  O'Connell 
Executive  Administrator 
Trauma  Center  -  SFGH 
1001  Potrero  Avenue 
San  Francisco,  California  941 10 

Re:      Aeromedical  Access 


Dear  Ms.  O'Connell: 

This  letter  will  serve  to  give  my  very  strong  support  for  Aeromedical  Access  to 
San  Francisco  General  Hospital  (SFGH).  When  I  was  Chief  of  Surgery  at  SFGH,  I 
fought  desperately  to  have  such  a  resource.  The  politics  were  simply  overwhelming,  and 
it  never  came  to  pass.  It  is  long  overdue  for  multiple  reasons. 

San  Francisco  General  Hospital  is  arguably  the  most  prestigious  trauma  center  in 
northern  California.  As  such,  it  is  a  resource  for  the  entire  region  and  not  just  for  the 
citizens  that  live  in  San  Francisco.  It  should  be  pointed  out,  however,  that  many  of  the 
people  who  work  in  San  Francisco  live  outside  of  the  county  and  would  benefit 
immensely  to  have  access  to  SFGH  at  night  and  on  weekends.  These  times  are  precisely 
when  most  motor  vehicle  accidents  occur. 

In  order  for  the  clinical  activities  in  trauma  to  grow  at  SFGH,  they  will  need 
access  to  severely  injured  patients  from  around  the  region.  Most  of  these  patients  will 
have  either  personal  injury  protection  or  other  insurance,  which  is  not  only  important  for 
the  clinical  program,  but  can  also  be  beneficial  in  increasing  the  type  of  patients  that 
would  lend  themselves  to  clinical  research.  Evidence-based  practice  guidelines  will  only 
^ome  when  we  are  doing  randomized  studies  on  such  patients.  An  increased  occupancy 
*  sev  -ely  injured  patients  will  also  improve  the  ability  to  recruit  researchers,  which  are 
„grai  iO  all  level  1  facilities. 

Finally,  I  cannot  help  but  mention  the  positive  impact  it  would  have  on  the  city 
and  the  county.  The  prestige  of  the  center  is  something  that  all  citizens  within  San 
Francisco  can  be  proud  of.  It  is  unusual  for  a  city-owned  hospital  to  serve  as  a  tertiary 
center  for  difficult  patients;  nevertheless,  that  is  exactly  what  could  happen  if  you  were 
able  to  achieve  air  medical  access.  Do  not  think  it  would  be  a  negative  to  the  local 
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community  surrounding  the  hospital.  Modern  helicopters  have  noise  abatement  systems, 
and  in  the  final  analysis,  it  is  a  service  that  can  really  only  be  delivered  by  SFGH. 


Sincerely, 


Donald  D.  Trunke^,  MD 
Professor  of  Surgery 
Oregon  Health  &  Science  Universit; 
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Gene  Marie  O'Conneil 
Executive  Administrator 
San  Francisco  General  Hospital,  #2A5 
1001  Potrero  Avenue 
San  Francisco,  CA  94110 

Dear  Ms.  O'Conneil: 

I  understand  that  the  issue  of  helicopter  service  for  San  Francisco  General  Hospital  is  now 
being  debated  once  again.  I  am  extremely  pleased  to  hear  this  and  hope  the  plans  come  to 
fruition. 

As  you  know,  I  was  Chief  of  Surgery  at  SFGH  from  1 966  to  1 978  and  was  the  organizer  of  the 
Trauma  Service.  I  also  served  for  six  months  as  the  Acting  Director  of  the  Ambulance  Service 
at  the  time  we  were  introducing  our  paramedic  program. 

We  pointed  out  that  on  many  occasions  particularly  related  to  commuter  time  and  sporting 
events,  there  were  far  too  many  unnecessary  delays  in  transporting  critically  ill  patients.  I 
vividly  recall  one  instance  where  an  eight-year  old  was  critically  stabbed  at  school. 
Ambulance  transport  was  delayed  by  over  an  hour  and  the  child  died  en  route  to  the  hospital. 

Above  and  beyond  the  benefits  to  San  Francisco,  our  fully-organized  trauma  program  would 
be  in  a  position  to  seriously  contract  San  Mateo  County  which  does  not  have  an  organized 
program  of  its  own.  SFGH  would  be  in  a  position  to  act  as  a  regional  resource. 

Best  wishes  on  your  effort.  I  hope  it  is  successful. 

Sincerely, 


RECEIVED 

JAN  1  5  2003 
ADMINISTRATIS 


L-'l^r-iT 


F.William  Blaisdell,  MD 
Professor  and  Chairman  Emeritus 
Department  of  Surgery 


FWB:mac 


-----  Forwarded  by  Kate  Garay/DPH/SFGOV  on  02/28/2003  10:13  AM 


To:  '"Kate  Garay'"  <Kate.Garay@sfdph.org>,  <john.brown@sfdph.org> 
cc:  "Selim  Suner"  <SSuner@Lifespan.org>,  <hsibold@mema.net> 
Subject:  RE:  San  Francisco  Trauma  System  and  Air  Medical  Access 

Kate  and  John, 

I  can  certainly  reply  about  the  benefits  of  a  good  helipad  at  a  Level  1 
Trauma  Center,   and  will  try  to  be  brief ...  should  SF  General  have  a  helipad? 

Certainly.     Probably  the  best  comparison  situation  I  know  of  is  Boston. 
Until  a  set  of  hospital  helipads  were  completed  some  years  ago,  there 
was  no  convenient  helipad  in  Boston.     The  time  it  took  to  land  at  a 
general  purpose  helipad,   load  the  patient  into  an  ambulance  and  drive  to 
the  ED  was  often  longer  than  the  flying  time  to  the  next  closest 
tertiary  facility.     In  situations  were  time  is  critical,   either  because 
of  patient  condition  or  system  overload  conditions,   the  ability  to 
rapidly  access  helipad  resources  is  essential. 

An  intermediate  example  is  our  current  situation  at  Rhode  Island 
Hospital.     The  helipad  is  at  ground  level,   across  2  parking  lots  from 
the  emergency  department;  about  1/4  mile  away.     The  time  required  to 
offload  a  helicopter  patient,   load  into  an  ambulance,  drive  to  the  ED 
and  move  the  patient  into  "a  treatment  area  averages  12  minutes.  I've 
timed  it  on  many  occasions.     The  helicopter  could  fly  20-25  miles,  land, 
and  move  the  patient  into  the  ED  at  UMASS  in  about  the  same  time. 
Therefore,   critically  ill  or  injured  patients  north  of  Providence  are 
typically  flown  to  Boston  or  UMASS  Worcester  even  when  the  geographic 
distance  to  Providence  is  less  because  of  the  delay  at  our  helipad.  At 
UMASS  Medical  Center,    for  example,   a  patient  is  typically  in  the  ED  2 
minutes  after  the  helicopter  lands. 

Those  who  say  you  don't  need  a  hospital  helipad  because  there  are  not 
many  flights  into  the  area  are  forgetting  that  many  flights  don't  occur 
because  there  currently  isn't  a  hospital  helipad. 

In  an  MCI  or  disaster  situation,   particularly  because  of  the  geography 
in  your  area,   the  need  to  move  a  number  of  patients  in  or  out  of  SF 
General  by  helicopter  could  make  quite  a  difference  in  morbidity  and 
mortality. 

I  1 d  be  happy  to  discuss  this  further,   and  certainly  support  your  efforts 
to  provide  a  helipad  at  SF  General. 


"Kenneth  A.  Williams" 
<vrdr@vrdr.com> 

02/27/2003  07:44  PM 


Kenneth  A.   Williams,   MD,  FACEP 
vrdr@vrdr . com 

Clinical  Associate  Professor  of  Surgery,   Brown  University 

Associate  Professor  of  Clinical  Emergency  Medicine,    the  Univ.   of  Mass. 

Physician  Medical  Consultant,   Rhode  Island  Dept.   of  Health  EMS  Division 

Immediate  Past  President,   Air  Medical  Physician  Association 

Senior  Medical  Officer  and  USCG  Liaison,   RI-1  DMAT 

University  Emergency  Medicine  Foundation 

Principal  Investigator,   The  Rhode  Island  Disaster  Initiative 
www. RID I Project .org 
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February  25,  2003 


Edward  Chow,  MD 
President 

San  Francisco  Health  Commission 
City  and  County  of  San  Francisco 
101  Grove  Street,  Room  311 
San  Francisco,  CA  94102 

Dear  Dr.  Chow: 

At  the  February  meeting  of  the  San  Francisco  Medical  Society  Executive  Committee, 
we  met  with  Christine  Wachsmuth,  RN,  MS,  and  Robert  Mackersie,  MD,  of  San 
Francisco  General  Hospital  and  John  Brown,  MD,  San  Francisco  Director  of  EMS  to 
discuss  the  need  for  and  the  desirability  of  locating  a  helipad  at  SFGH. 

As  a  result  of  this  discussion,  I  am  writing  to  indicate  that  SFMS  supports  the 
continuation  of  the  study  exploring  the  feasibility  of  the  helipad.  It  is  clear  that  the 
SFGH  Level  I  Trauma  Center  is  an  important  community  resource  and  may  be 
jeopardized  without  the  addition  of  air  medical  access. 

Sincerely, 


Rita  Melkohian,  MD 
President 

cc:  Christine  Wachsmuth,  RN,  MS 
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March  2,  2003 

San  Francisco  Public  Health  Commission 
101  Grcve  Street  Room  311. 
San  Francisco,  CA  94102 

Rc:  AIR  MEDICAL  ACCESS  FEASIBILITY  STUDY 
Eiear  President  Chow  and  members  of  the  Commissi  or., 

The  San  Francisco  Planning  and  Urban  Research  Association  (SPUR)  Urban  Policies 
Committee  heard  a  presentation  by  David  Prowier  of  the  AIR  MEDICAL  ACCESS 
FEASIBILrTYSTLT>Y  at  our  February  meeting.  The  committee  whole-heartedly 
endorses  this  study. 

We  were  struck  by  the  fact  that  San  Francisco  is  the  only  major  city  without  air 
medical  access  to  its  trauma  center,  The  need  is  obvious,  not  only  to  increase  the 
quality  of  care  but  to  maintain  the  level  of  service  of  our  superb  trauma  center. 

The  study  itself  has  addressed  in  great  detail  all  of  the  pertinent  issues,  including 
not  only  ihe  need,  but  such  issues  as  anticipated  frequency  of  flights,  sound  level 
studies,  and  possible  locations  for  a  helipad.  We  believe  that  the  study  provides 
ample  information  on  which  to  base  a  decision  about  beginning  the  service,  3nd  we 
urge  your  Commission  to  accept  the  study  and  to  initiate  the  service  as  soon  as 
possible. 

Sincerely, 


Petei  Winkelstein,  Co-Chair,  SPUR's  Urban.  Policies  Committee 
Cc:  David  Prowler 


City  and  County  of  San  Francisco 
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January  6, 2003 

Ms.  Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital— Office  #2A5 

1001  Potrero  Avenue 

San  Francisco  CA94110 


Emergency  Medical  Services  Section 

Department  of  Public  Health 
Population  Health  and  Prevention 


RECEIVE 

JAN  1  0  2003 

ADMINISTRATION 
SAN  FRANCISCO  GENERAL  HOSPITAL 


Dear  Ms.  O'Connell, 

I  am  pleased  to  state  in  the  strongest  possible  terms  my  support  for  .developing  a  medical 
helicopter  landing  facility  at  San  Francisco  General  Hospital.  As  the  Emergency  Medical 
Systems  Medical  Director  for  the  Department  of  Health  I  am  responsible- for  giving 
timely,  comprehensive  and  high  quality  emergency  medical  care  to  patients  in  the  City 
and  County  of  San  Francisco.  ' 


As  cited  in  the  2001  Trauma  Care  System  Plan,  there  is  a  lack  of  resources  to  ensure  that 
all  residents  and  visitors  in  San  Francisco  and  surrounding  regions  have  time-critical 
access  to  the  most  proximal  Level  I  trauma  services  in  the  area.  In  light  of  the 
vulnerabilities  of  the  existing  trauma  system — the  isolating  geography,  increasing  traffic 
congestion  and  population  density  and  the  mounting  potential  for  delayed  transport;  the 
vulnerabilities  to  earthquakes,  mass  casualty  events  and  terrorism;  the  vulnerabilities  to 
trauma  center  capacity  disruption  or  saturation;  the  lack  of  definitive  advanced  pediatric 
trauma  care  and  limited  access  to  expeditious  pediatric  trauma  center  transfers;  and  the 
lack  of  consistent  expeditious  access  to  the  Level  I  center  from  remote  areas — there  is  a 
need  for  alternatives  to  ground  transportation  for  critical  trauma  patients  in  San  Francisco 
and  its  neighboring  regions.  The  lack  of  air  medical  access  for  emergency  patients, 
including  a  medical  helicopter-landing  site,  was  also  identified  in  our  1999  EMS  System 
plan  as  an  area  where  San  Francisco  did  not  meet  State  EMS  Standards.  While  progress 
has  been  made,  we  will  not  reach  full  compliance  with  State  Standards  until  the  issues  of 
appropriately  sited  air  medical  access  are  resolved. 

San  Francisco  is  at  high  risk  for  acts  of  terrorism  that  can  produce  large  numbers  of 
casualties  rapidly.  These  patients  are  likely  to  need  immediate  trauma  care.  A  SFGH- 
based  medical  helicopter  landing  facility  will  enable  paramedics  to  rapidly  transport  such 
innocent  victims  to  you  for  care,  and  for  you  to  be  able  to  transfer  these  patients  if 
overwhelmed  to  other  trauma  centers.  With  this  capability,  our  trauma  system  can 
become  truly  regional  and  we  can  utilize  this  area's  tremendous  trauma  expertise  with 
other  Bay  Area  communities.  This  development  will  deliver  a  high  standard  of  care  to 
San  Francisco  residents  and  visitors  wherever  they  happen  to  be  in  our  region  when 
tragedy  strikes. 


68  -  12th  Street,  Suite  220 
San  Francisco,  CA  94103-1242 
(415)  355-2600  •  FAX  (415)  552-0194 
www.dDh.sf.ca.us/eras 


I  look  forward  to  supporting  this  program  at  the  upcoming  Health  Commission  and  other 
forums  for  approval.  Please  contact  me  at  355  2607  if  you  have  any  questions. 

Sincerely, 

jdv^  l-h/fW^  ' 

TOhn  F.  Brown  MD  MP  A 
Medical  Director 


RECEIVED 


EMERGENCY  NURSES  ASSOCIATION 


CALIFORNIA  STATE  COUNCIL 


FEB  1  9  2003 

ADMINISTRATION 
SAN  FRANCISCO  GENERAL  HOSPITAL 


Mark  Wandro,  RN,  BSN,  CEN 

State  ENA  Secretary 

3512  Orinda  Dr. 

San  Mateo,  CA  94403 

February  17,  2003 


Gene  Marie  O'Connell 
Executive  Administrator 
San  Francisco  General  Hospital 
1001  Potrero  Ave.  Suite  #2A5 
San  Francisco,  CA94110 

Dear  Ms.  O'Connell, 

As  a  representative  of  emergency  nurses  in  the  San  Francisco  Bay  Area,  I  know  firsthand  how 
limited  our  trauma  resources  are.  Critical  Care  ambulances  are  at  a  premium  and  transport  times 
are  often  delayed  due  to  lack  of  access.  Even  when  they  are  available,  transport  is  often  delayed 
due  to  the  traffic  congestion  present  on  city  and  area  streets.  San  Mateo  County,  for  example, 
does  not  have  any  trauma  center  and  relies  on  sending  patients  via  ground  transport  to  either  San 
Francisco  General  or  Stanford.  Traffic  delays  can  lengthen  transport  to  either  facility. 

That  is  why  I  support  Air  Medical  Access  to  SFGH.  It  may  make  the  difference  between  life  and 
death  for  critically  injured  patients.  No  expense  is  too  great  if  that  injured  patient  happens  to  be 
you  or  your  loved  one. 


Sincerely, 


Mark  Wandro,  RN,  BSN,  CEN 
San  Francisco  Bay  Area  Chapter 
President,  2002 


City  and  County  of  San  Francisco 


Emergency  Medical  Services  Section 


Department  of  Public  Health 
Population  Health  and  Prevention 


December  30,  2002 

Ms.  Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital — Office  #2A5 

1 00 1  Potrero  Avenue 

San  Francisco,  CA94110 

Dear  Ms.  O'Connell: 

I  am  pleased  to  state  strongly  my  support  for  direct  aeromedical  access  at  San  Francisco  General 
Hospital.  As  the  Administrator  of  the  Department  of  Public  Health's  EMS  Section,  I  share 
responsibility  with  the  EMS  Medical  Director  to  assure  that  San  Francisco  has  an  integrated 
Emergency  Medical  Services  System  that  provides  timely,  comprehensive,  and  high  quality 
emergency  patient  care. 

Direct  aeromedical  access  to  San  Francisco  General  Hospital  is  critical  to  the  San  Francisco 
EMS  System.  San  Francisco  General  Hospital  is  the  only  Trauma  Center  in  San  Francisco.  On 
most  days,  for  approximately  1 6  hours,  traffic  throughout  the  region  is  grid  locked.  For  seriously 
injured  patients  in  distant  areas  of  the  City,  rapid  aeromedical  transport  to  the  Trauma  Center  is 
the  most  appropriate  life  saving  intervention.  Additionally,  a  SFGH-based  helipad  will  allow  a 
rapid  transfer  of  critical  pediatric  patients  to  a  Pediatric  Trauma  Center,  which  can  provide 
optimal  care  to  a  seriously  injured  child. 

San  Francisco,  as  a  hallmark  city,  is  at  risk  for  terrorism,  including  conventional  weapon  attacks, 
designed  to  produce  large  numbers  of  casualties.  These  casualties  typically  present  with  war-like 
injuries  that  require  rapid  access  to  trauma  care.  A  SFGH-based  helipad  will  facilitate  rapid 
transport  of  these  patients  from  throughout  the  city  to  the  hospital,  and  from  the  hospital  to  other 
critical  care  centers  throughout  the  region. 

Please  contact  me  with  any  questions  at  355-2609. 


Sincerely. 


Michael  Petrie 
Administrator 


(I  UielicoptersU 2-30-02  SFGH  Areomedical  Prograni.doc 


68  -  12th  Street,  Suite  220 
San  Francisco,  CA  94103-1242 
(415)  355-2600  •  FAX  (415)  552-0194 
www.dph.sf.ca. us/ems 


January  13,  2003 


IAUMA  FOUNDATION 


Board  or  Directors 
Andrew  McGuire, 
Executive  Director 

Maggie  Escobedo-Sreele 
Ray  Gacchalian 
David  Grubh 
Gary  Mason 
Paul  O'Rourke.  MD 
William  Schecrer,  MD 
Nancy  Snyderman,  MD 
Radha  Srern 
Penny  Tannlund 

Folndkr 
Donald  D.  Trunkey,  MD 


Gene  Marie  0"Connell 

Executive  Administrator 

San  Francisco  General  Hospital  -  Ofc  #2A5 

1001  Potrero  Avenue 

San  Francisco,  C A  94110 


1  am  extremely  pleased  to  write  in  support  of  much-needed  air  medical  access  to  San 
Francisco  General  Hospital. 

As  you  know,  the  Trauma  Foundation  is  a  non-profit  policy  organization  which  has  been  part 
of  ills;  San  Fmricisco  General  Hospital  (SFGH)  campus  since  1975.  With  Dr.  Donald 
Trunkey,  Director  of  SFGH's  Burn  Center,  I  founded  the  Burn  Council  at  SFGH  in  1975  with 
the  mission  of  preventing  burn  injuries.  Six  years  later,  we  expanded  our  mission  to  include 
the  "prevention  of  all  injuries,  improved  trauma  care,  and  improved  rehabilitation,"  and  the 
Burn  Council  was  renamed  the  Trauma  Foundation.  Since  then,  the  Trauma  Foundation  has 
worked  to  prevent  traumatic  injuries  caused  by  fire-related  accidents,  motorcycle  and  other 
vehicular  accidents,  and  gun  violence,  to  name  just  a  few  of  our  policy  issues.  Each  of  these 
involves  major  trauma  for  infants,  children,  youth,  and  adults  whose  lives  often  depend  on 
speedy  access  to  either  a  Level  I  Trauma  Center  or  a  Pediatric  Trauma  Center. 

For  nearly  thirty  years,  I  have  been  involved  in  efforts  around  the  state  to  provide  air  medical 
access  to  trauma  centers.  Starting  in  1984,  the  Trauma  Foundation  helped  launch  CAL- 
STAR,  a  medical  air  transport  service  which  now  provides  coverage  throughout  northern 
California.  The  need  for  air  medical  access  to  SFGH,  a  Level  I  Trauma  Center,  is 
indisputable:  injured  San  Franciscans  currently  have  no  medical  air  access  available  to 
the  only  Level  I  Trauma  Center  in  the  area.  A  recent  survey  of  the  25  largest  cities  in  the 
United  States  found  that  only  San  Francisco  fails  to  provide  such  access  to  any  of  its 
hospitals.  Yet  the  increased  population  and  resulting  traffic  density  of  San  Francisco  can 
spell  the  difference  between  life  and  death  for  trauma  victims  in  need  of  immediate  trauma 
care.  Given  the  types  of  unintentional  injuries  that  occur  in  San  Francisco's  urban 
environment  on  a  daily  basis,  the  less  frequent,  but  very  real  dangers  of  earthquakes  in  the 
Bay  Area,  and  the  increased  potential  for  multi-casualty  events  and  bioterrorism.  San 
Francisco  must  be  able  to  respond  to  the  urgent  need  for  speedy,  efficient  air  medical 
transport  for  trauma  victims.  There  can  be  no  mistake:  lives  will  continue  to  be  lost 
unnecessarily  as  long  as  San  Francisco  sputters  along  without  a  medical  helipad  at  SFGH  and 
air  medical  access  to  SFGH.  We  are  long  overdue  for  this  essential  component  of  a  Level  I 
Trauma  Center. 

1  will  continue  to  work  with  advocates  and  policy  makers  in  California  to  improve  air  medical 
;.  transport  and  Wholeheartedly  support  San  Francisco  General  Hospital's  efforts  to  improve  its 
I  '  trauma  care;  delivery   Please  let  me  know  if  I  can  be  of  further  assistance. 


Sincerely, 


Andrew  McGuire 
Executive  Director 


vin  Francisco,  California  94~1  10 
415.S21.S209 
415.282.2563  Fax 
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SANTA  CLARA 


Hospital  Administration 

7.r)l  South  Uasconi  Avenue 
San  Jose.  California  y5 1.2ft 


Dedicated  to  the  Health 
of  the  Whole  Community 


Tel.  UOK)  885-40111 
fix.  W0«J  793-1817 


January  3,  2003 

Gene  Marie  O'Connell 
Executive  Administrator, 
Robert  C.  Mackersie,  MD 
Trauma  Director 

San  Francisco  General  Hospital  -  Oft  #2A5 
1001  Potrero  Avenue 
San  Francisco,  CA  941 1 0 


This  letter  is  written  in  support  of  the  need  for  air  medical  access  to  San  Francisco  General 
Hospital  (SFGH).  I  am  the  Hospital  Director  for  Santa  Clara  Valley  Medical  Center,  the  public  hospital 
for  Santa  Clara  County.  This  letter  expresses  the  opinion  of  SCVMC's  administration  and  its  trauma 
surgeons  and  staff  Santa  Clara  Valley  Medical  Center  is  a  designated  Level  1  Trauma  Center,  a  Regional 
Burn  Center,  and  Regional  Spinal  Cord  Injury  Center.  We  i  ely  on  air  medical  access  to  provide  timely 
services  to  injured  patients  in  the  community  and  region,  and  well  recognize  the  importance  and  necessity 
of  air  access  for  any  hospital  serving  injured  patients. 

Nearly  all  major  medical  centers  serving  injured  patients,  with  the  notable  exception  of  SFGH, 
have  a  helipad  to  provide  air  access.  Without  a  helipad,  rapid  access  to  trauma  care  cannot  be  provided 
from  locations  remote  to  the  center.  For  example,  the  SFGH  provides  care  to  trauma  patients  from 
northern  San  Mateo  County  ,  but  ground  ambulance  travel  times  for  these  patients  can  be  excessive.  To 
fully  participate  as  a  regional  trauma  center,  a  helipad  is  required. 

In  the  event  of  a  major  disaster  in  Santa  Clara  County,  the  capacity  of  our  hospital  and  the  other 
two  trauma  centers  to  provide  care  would  likely  be  overwhelmed  and  patients  would  need  to  be  sent  by 
air  ambulance  to  other  regional  facilities.  To  participate  in  this  regional  response,  SFGH  would  have  to 
have  air  access.  Conversely,  a  disaster  in  San  Francisco  could  overwhelm  SFGH  and  patients  would  need 
to  be  transferred  by  air  from  the  hospital  to  centers  in  Santa  Clara  County. 

Thus,  our  facility,  the  people  of  Santa  Clara,  San  Mateo,  and  San  Francisco  Counties  would 
directly  benefit  from  air  medical  access  to  SFGH.  A  helipad  at  SFGH  would  not  only  allow  SFGH  to 
participate  fully  as  a  regional  trauma  center  in  normal  times,  but,  more  critically,  in  the  event  of  a  major 
disaster. 


Dear  Ms.  O'C 


ell  and  Dr.  Mackersie: 


Sincerely, 


Susan  G.  Murphy  Q 
Director,  Santa  Clara  Valley  Medical  Center 


C: 


Linda  Mowry,  Director,  Professional  &  Support  Services 
Lisa  Yonaka,  RN,  Trauma  Program  Manager 
John  Sherck,  MD,  Trauma  Program  Director 
Robert  Sillen,  Executive  Director 


ADMiNib  i  r 


SAN  FRANCISCO  GE* 


Valley  Medical  Center  i*  a  division  of  the  Santa  Clara  Valley  Health  &  Hospital  SyMem. 
Owned  and  c>j»eraied  by  the  County  of  Santa  Clara.  Affiliated  with  Stanford  University  School  of  Medicine 
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FEB  2  4  2C03 


CEIV 


A  Sutter  Health  Affiliate 


250  Bon  Air  Road, 
Greenbrae 
Box  8010 

San  Rafael,  CA  94912-8010 
(415)  925-7000 


SAN  FRANCISCO  GENERAL  HOSPITAL 


February  l  I.  2003 


Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital  -  Ofc#2A5 

1 00 1  PortreroAve. 

San  Francisco.  CA  94 1  1 0 

Dear  Ms.  O'Connell: 

I  am  writing  this  letter  in  support  of  the  need  for  air  medical  access  at  San  Francisco  General  Hospital.  I 
am  currently  the  Chief  Executive  Officer  at  Marin  General  Hospital  in  Greenbrae  California,  approximately 
30  minutes  driving  time  when  traffic  is  flowing  well,  from  San  Francisco  General  Hospital 

Marin  General  Hospital  has,  in  the  recent  past,  been  designated  as  a  Level  III  Trauma  Center.  While  we 
are  a  full  service  hospital,  on  occasion  we  have  found  it  necessary  to  transfer  complex  trauma  cases  to  a 
higher  level  of  care.  Often  times  these  patients  are  very  critically  injured  and  need  to  be  transferred 
expeditiously  to  a  tertiary  care  center.  A  challenge  we  face  in  the  Bay  Area,  and  particularly  in  Marin 
County,  are  extremely  congested  roadways.  There  have  been  times  when  it  has  taken  a  great  deal  of 
planning  to  transfer  a  patient  from  our  Level  III  Trauma  Center  to  San  Francisco  General  Hospital  to  avoid 
heavy  traffic  patterns.  We  believe  that  the  option  to  transfer  patients  who  are  critically  ill  by  air  ambulance 
is  essential  to  Marin  General  Hospital  and  the  patients  in  our  community.  This  choice  of  transport  allows 
us  the  ability  to  more  expeditiously  care  for  our  patients. 

It  should  also  be  noted  that  north  of  San  Francisco  and  Marin  County  there  is  only  one  Level  II  Trauma 
Center  available  to  the  patients  in  that  region.  The  Trauma  Center  in  the  Santa  Rosa  area  is  extremely 
busy  and  has  been  known  to  divert  ambulance  traffic,  both  air  and  ground,  due  to  heavy  volumes  of 
patients  and  lack  of  critical  care  beds  This  further  supports  the  need  for  access  to  a  Level  I  Trauma  Center 
via  air  ambulance  to  ensure  that  patients  in  the  entire  region  have  the  access  that  they  need  to  trauma 
center  care. 

In  conclusion,  Marin  General  Hospital  fully  supports  the  need  for  Trauma  Centers  of  all  levels  to  have  air 
ambulance  access.  Most  importantly  however,  a  tertiary  center  such  as  San  Francisco  General  Hospital 
must  have  the  ability  to  accept  patients  without  delay  requiring  that  level  of  expertise. 

If  you  have  any  questions  do  not  hesitate  to  contact  me  at  Marin  General  Hospital  at  4 1 5-925-7 1 03. 


Sincerely, 


0  sU.  o 


Margaret  Sabm 


CEO 


Community  Based,  Not  For  Profit 


www.maringeneral.sutterhealtKorg 


Saint  Francis  Memorial  Hospital 
CHW 


900  Hyde  Street 
San  Francisco,  CA  94109 


January  7,  2003 

Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital  -  Office  #2A5 

1001  Potrero  Avenue 

San  Francisco,  CA  94110 


JAN  1  6  2003 

ADMINISTRATION 
SAN  FRANCISCO  GENERAL  HOSPITAi 


Re:  Aeromedical  Access  Needs  Assessment  and  Feasibility  Study 


Dear  Ms.  O'Connell: 


As  the  President/CEO  of  Saint  Francis  Memorial  Hospital,  I  wholeheartedly  support  the 
need  for  air  medical  access  into  San  Francisco  General  Hospital.  The  Trauma  Center 
provides  critical  emergency  services  in  partnership  with  Saint  Francis  and  the  other  City 
hospitals  to  the  residents  of  and  visitors  to  San  Francisco.  I  understand  that  San  Francisco 
is  the  only  major  metropolitan  city  in  the  United  States  that  does  not  have  medical  air 
access  into  its  trauma  center  -  this  must  be  corrected. 

As  traffic  congestion  and  population  density  increase  in  San  Francisco,  ground 
ambulance  access  to  the  trauma  center  grows  more  difficult.  This  is  of  particular  concern 
to  the  City's  healthcare  system  as  we  plan  for  potential  disasters  -  natural  and  manmade. 
And  it  is  of  particular  concern  to  Saint  Francis  Memorial  Hospital,  given  our 
"downtown"  location  in  the  most  densely  populated  area  of  the  City.  Air  medical  access 
is  also  very  important  to  Saint  Francis  because  of  the  improved  transportation 
opportunities  for  acute  burn  victims  transferred  to  our  Bothin  Burn  Center,  the  only 
accredited  tertiary  burn  center  in  San  Francisco. 

I  realize  that  SFGH  cares  for  both  traumatic  and  medical  emergencies  for  all  members  of 
our  community  regardless  of  their  ability  to  pay  and  know  that  any  support  to  the  hospital 
is  essential  in  keeping  this  safety  net  institution  viable  and  servicing  our  community  for 
many  years  to  come. 

Again,  I  support  the  need  for  emergency  medical  air  access  to  San  Francisco's  Level  1 
Trauma  Center.  Please  do  not  hesitate  to  contact  me  if  I  can  be  of  any  further  assistance 
to  the  development  of  this  important  community  asset. 


Sincerely, 


Cheryl  ATFama 
President/CEO 


A  Member  of  Catholic  Healthcare  West 


Medical  Center 


February  13,2003 


ne  E.  Hirsch.  RN,  MS 

ector  of  Nursing  and 
tient  Care  Services 


Gene  Marie  O'Connell 
Executive  Administrator 
San  Francisco  General  Hospital 
1001  Potrero  Avenue— Suite  #2A5 
San  Francisco,  C A  94110 


)  Parnassus  Avenue,  MUE  503 
n  Francisco,  CA  94143-0296 
415-353-2717  fax:  415-353-2765 


ail:  jane.hirsch@ucsfmedctr.org 


Dear  Gene, 

I  am  writing  this  letter  in  support  of  the  need  for  air  medical  access  to  SFGH.  I 
was  an  early  participant  in  the  Medical  Air  Access  Project,  and  fully  support  the 
rationale  for  a  helicopter  landing  site  at  SFGH.  The  needs  of  trauma  patients, 
and  the  ability  to  significantly  decrease  injury-related  death  and  complication 
rates,  provide  a  clear  reason  to  support  this  endeavor. 

I  am  actually  responding  on  behalf  of  Mark  Laret,  CEO  here  at  UCSF  Medical 
Center,  as  Mark  is  out  of  town  this  week.  I  am  the  Chief  Nursing  Officer  here 
at  UCSF,  and  fully  appreciate  the  need  for  rapid  access,  given  our  own  patient 
population  (ie  critically  ill  adult,  pediatric  and  neonatal  patients.)  In  fact,  it  is 
our  understanding  that  as  a  tertiary/quaternary  facility,  we  will  be  able  to  use  the 
helipad  as  well  to  improve  access  to  UCSF  for  our  own  transported  patient 
population. 

I  want  to  express  my  concern,  along  with  many  others,  that  San  Francisco 
remains  the  only  major  city  in  the  United  States  that  does  not  have  direct  air 
access  to  any  of  its  hospitals.  This  is  a  longstanding  problem  that  needs  to  be 
rectified  as  quickly  as  possible. 

Thanks  for  the  opportunity  to  respond  in  support  of  the  need  for  emergency 
medical  air  access. 

Sincerely, 

Jane  E.  Hirsch,  RN,  MS 
Chief  Nursing  Officer 

UCSF  Medical  Center  (for  Mark  Laret,  CEO.  UCSF  Medical  Center) 


Jllk  Seton 

1 900  SULLIVAN  AVE 


•  DALY  Cm?  •  CA  94015-2229  •  (41 S)  992-4000 


Medical  Center 


To  Whom  It  May  Concern: 

I  wish  to  support  the  effort  to  get  usable  heliport  access  for  San  Francisco  General 
Hospital.  Air  transport  of  critically  ill  patients  has  become  vital  in  congested  areas  such 
as  the  San  Francisco  Bay.  It  has  become  necessary  to  transport  patients  to  and  from 
trauma  centers  by  air  when  time  is  of  the  essence  and  patient  survival  is  dependent  on 
rapid  movement.  San  Francisco  General  is  probably  the  only  Trauma  Center  in  America 
without  reasonable  air  access.  It  is  absolutely  vital  for  the  people  of  San  Francisco  and 
the  Bay  area  to  establish  a  heliport  at  San  Francisco  General. 


Sincerely, 


David  Goldschmid,  MD,  FACEP 
Medical  Director,  Emergency  Department 
Seton  Medical  Center 


EB- 11-2003  TUE  10:46AM  ID: 
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CHINESE  HOSPITAL 


845  JACKSON  STREET 
SAN  FRANCISCO,  CALIFORNIA  94133 
TEL  (-415)  982-2400 
FAX  (415)  677-2488 


February  4,  2003 


Gene  Marie  O'Connell 
Executive  Administrator 
San  Francisco  General  Hospital 
1001  Potrero  Avenue,  Suite  #2A5 
San  Francisco,  CA  94110 


Re:    Support  for  Air  Medical  Access 


Dear  Ms.  O'Connell: 

On  behalf  of  Chinese  Hospital  and  the  community  it  serves,  we  are  in  full  support 
for  Air  Medical  Access  to  San  Francisco  General  Hospital  (SFGH).  With 
increasing  traffic  congestion,  population  density  and  the  mounting  potential  for 
delayed  transport  especially  during  a  life-threatening  situation,  every  minute  is 
critical.  SFGH,  being  the  leader  in  trauma  care  for  San  Franciscans;  it  is 
definitely'necessary  to  able  to  provide  air  medical  access  within  walking  distance 
of  your  Trauma  Center. 

Chinese  Hospital  again  supports  the  need  for  SFGH  in  providing  time-critical 
access  fcr  all  residents  and  visitors  in  San  Francisco. 


air  Med  Team 

DOCTORS     MEDICAL  CENTER 


January  3,  2003 

Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital-Ofc  #245 

1001  Potreto  Avenue 

San  Francisco,  CA  94110 


Dear  Ms.  O'Connell: 

I  am  sending  you  this  letter  in  support  of  much  needed  air  access  to  San  Francisco 
General  Hospital  (SFGH).  My  name  is  Graham  Pierce,  and  I  am  the  Director  of 
Emergency  Services,  at  Doctors  Medical  Center,  in  Modesto.  Although  I  am  the  director 
for  many  departments,  one  of  the  main  departments  under  my  direction  is  the  Air  Med 
Team  Air  Ambulance. 

As  the  director  of  an  air  ambulance,  I  know  the  need  for  the  most  expedient  way  to  get  a 
trauma  patient  from  the  scene  to  a  receiving  facility  that  can  give  them  the  best  possible 
care.  As  I  am  sure  you  are  aware,  the  patient  is  our  "job  one".  The  "Golden  Hour"  does 
not  just  apply  to  ground  transportation,  anytime  that  you  need  to  add  any  type  of  transfer 
time  for  a  patient,  you  are  wasting  valuable  life  saving  time.  The  convenience  of  having 
a  helipad  at  SFGH,  could  mean  the  difference  between  life  or  death  for  a  patient.  As  the 
status  quo  is  now,  we  must  land  at  Hunter's  Point,  acquire  ground  ambulance  transport, 
and  proceed  through  city  traffic  on  the  way  to  the  hospital.  This  is  not  time  "well  spent". 
I  am  sure  that  you  realize,  the  sooner  that  the  patient  at  the  receiving  hospital  with  the 
receiving  physician  that  is  already  prepared  and  waiting  for  the  patient,  the  possibility  for 
a  better  outcome  is  increased  for  the  patient. 

Politics  should  never  be  a  consideration,  when  it  comes  to  life  or  death.  We  must  always 
keep  in  mind  the  reason  for  our  business,  help  those  in  medical  need  to  get  the  assistance 
that  they  need  as  soon  as  we  can  possibly  get  it,  without  throwing  roadblocks  in  the  way. 

Please  give  serious  consideration  to  the  helipad  at  SFGH,  even  if  it  only  gave  us  an  extra 
ten  minutes,  it  is  ten  more  minutes  than  that  patient  had  previously. : 


Sincerely, 


GRAHAM  PIERCE 
Director,  Emergency  Services 
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Gene  Maria  O'Connell 
Executive  Administrator 


ADMINISTRATION 

SAN  FRANCISCO  GENERAL  HOSPITAL 


San  Francisco  General  Hospital-ofc#2A5 
Dear  Ms.  O'Connell, 

I  am  writing  this  letter  in  full  support  of  the  need  for  air  medical  access  to  San  Francisco 
General  Hospital.  As  the  Assistant  Program  Director  of  Stanford  Life  Flight  and  Medical 
Transport  Program,  we  feel  it  is  necessary  to  provide  the  residents  of  San  Francisco  and 
Bay  Area  with  rapid  air  medical  transport  to  your  hospital.  Research  has  demonstrated 
that  having  raoid  air  medical  transport  to  a  level  1  trauma  centers  can  have  a  oositive 
impact  on  patient  outcomes. 

Since  San  Francisco  General  Hospital  is  the  only  level  1  trauma  in  the  city  and  is  without 
a  helipad,  care  and  transport  of  the  critically  ill  and  injured  can  be  greatly  compromised, 
resulting  in  an  increase  in  mortality  and  morbidity.  Furthermore,  this  situation  can  only 
heighten  our  concerns  about  litigious  families  seeking  "retribution"  when  they  discover 
that  transport  times  were  delayed  and  may  have  produced  unfavorable  outcomes. 

Without  air  medical  access,  San  Francisco  falls  below  the  national  standard  for  urban 
medical  care  and  public  safety.  In  light  of  San  Francisco's  increased  potential  for 
earthquakes,  multiple-casualty  incidents  and  the  imminent  threat  of  terrorism,  it  is  in 
everyone's  best  interest  to  provide  access  for  medical  helicopters  and  for  military 
helicopters  that  will  respond  if  a  terrorist  attack  were  to  occur. 

In  summary,  if  a  helipad  where  to  be  placed  at  San  Francisco  General,  many  patient 
populations  would  benefit  including  neonatal,  burn,  amputations,  and  cardiac  patients  in 
need  of  urgent  cardiac  intervention  or  surgery.  Air  medical  transport  provides  a  mobile 
critical  care  unit  to  transport  patients  where  time  and  expertise  of  the  crew  are  the  key 
factors  in  survival.  This  decision  is  paramount  and  Stanford  Life  Flight  is  in  full  support 
the  urgency  and  timeliness  of  this  issue. 

Respectfully, 


Eleanor  Anne  Fallon  RN,  MSN,  CCRN,  CFRN 
Assistant  Program  Director 

Stanford  Life  Flight/Transfer  Center/Medical  Transport  Program 
300  Pasteur  Drive,  Room  HI 249,  M/C  5246 
Stanford,  CA  94305 
(650)  724-3816  Office 


□  HEADQUARTERS 

20876B  Corsair  Blvd. 
Hayward,  CA  94545 
Phone:  (510)  887-3063 
Fax:(510)  887-3185 


Q  Marketing/Membership 

12840  Earhart  Avenue 
Suite  125 

Auburn,  CA  95602 
Office (530) 887-0775 
Fax  (530)  887-0626 
Membership 
(888)  207-LIFE 


CALSTAR I 
177  John  Glenn  Drive 
Concord,  CA  94520 
Phone:  (925)  798-7670 
Fax: (925) 798-7798 


□     CALSTAR  II 

590  Cohansey  Avenue 
Gilroy,  CA  95020 
Phone:  (408)  848-2075 
Fax:  (408)  848-2085 


□     CALSTAR  III 

13750  Lincoln  Way 
Auburn,  CA  95603 
Phone:  (530)  887-0569 
Fax:  (530)  887-0161 


□      CALSTAR  IV 

1407  S.  State  Street 
Ukiah,  CA  95482 
Phone:  (707)  462-5972 
Fax:  (707)  462-5974 


□     CALSTAR  V 

37  Mortensen  Avenue 
Salinas,  CA  93905 
Phone:  (408)  848-2075 
Fax:  (408)  848-2085 


□      CALSTAR  VI 

1901  Airport  Blvd 
So.  LakeTahoe,  CA  96150 
Phone:  (530)  544-2339 
Fax:  (530)  544-2393 


□     CALSTAR  70 

20876B  Corsair  Blvd. 
Hayward.  CA  94545 
Phone:  (510)  887-3063 
Fax:(510)  887-3185 
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Accredited  Since  2001 


CALSTAR 


CALIFORNIA  SHOCK  I  TRAUMA  AIR  RESCUE 

"A   N  o  n  -  P  rot it  Community  Service" 
www.calstar.org 


February  4,  2003 


Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital  —  Ofc  #2A5 

1001  Potrero  Ave. 

San  Francisco,  CA  94110 

Dear  Ms.  O'Connell: 


RECEIVED 

FEB  t  1  2003 


SAN  FRANCISCO  GENERAL  HOSPITAi 


As  the  Program  Manager  for  CALSTAR,  the  Bay  Region's  oldest  air  medical  provider,  I 
am  writing  this  letter  in  support  of  the  need  for  medical  air  access  to  San  Francisco 
General  Hospital. 

CALSTAR  and  other  air  medical  programs  rarely,  if  ever,  respond  to  "911"  calls  in  San 
Francisco  and  Northern  San  Mateo  Counties,  because  the  trauma  center  at  SFGH  has  no 
direct  air  access.  In  addition  the  benefits  of  airborne  inter- facility  transfers— speed,  less 
out-of-hospital  time,  and  greater  comfort—are  virtually  eliminated  under  the  current 
system,  which  entails  a  remote  landing,  transfer  to  a  ground  ambulance,  and  surface 
transport  to  SFGH. 


Medical  air  access  to  San  Francisco,  and  SFGH  in  particular,  has  been  a  glaring  void  in 
the  regional  trauma  system  for  years.  In  addition,  the  inability  to  land  patients  at  an 
appropriate  San  Francisco  facility  for  advanced  and  specialty  care  has  restricted  referrals 
from  outlying  hospitals.  Furthermore,  when  SFGH  becomes  overloaded  with  trauma 
patients,  especially  pediatrics,  its  ability  to  transfer  them  safely  and  rapidly  to  other 
facilities  is  restricted. 


On  any  given  day,  transport  by  ground  can  involve  critical  delays.  Not  having  the  air 
medical  alternative  is  unacceptable  by  any  measure  of  patient  care  quality,  but  we  would 
be  especially  concerned  with  regard  to  multi-casualty  incidents  and  disaster  situations,  in 
which  the  emergency  response  system  is  over-taxed,  and  surface  streets  and  bridges  might 
be  compromised  or  at  least  grid-locked.  Basically,  your  hospital  would  be  in  the  position 
of  not  being  able  to  do  its  job  if  patients  could  not  get  there  by  ground  ambulance.  When 
that  day  comes,  it  will  be  too  late  for  The  City  to  ask  why  the  air  medical  transport 
component  had  not  been  accommodated. 


Program  Manager 


RJF/abm 


Member  Hospitals 

John  Muir  Medical  Center,  Walnut  Creek,  CA  /  San  Jose  Medical  Center,  San  Jose.  CA  / Sutler  Roseville  Medical  Center,  Rose\ille,  CA 

Affiliate  Member  Hospitals 
Good  Samaritan  Health  Sen  ices  I  Howard  Memorial  Hospital  /  Mendocino  Coast  District  Hospital  /  Satividad  Medical  Center 
St  Louise  Regional  Medical  Center  /  Sutter  Memorial  Hospital,  Sacramento  '  Ukiah  Valley  Medical  Center 


REACH 


I r  Medical  Services 


5010  Flightline  Drive 
Santa  Rosa,  California  95403 
tel:  707  575  6886 
tel:  877  644  4045 
fax:  707  575  8049 
dispatch:  800  338  4045 
www.reachairambulance.com 
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January  6,  2003 


JAN  !  6  ;003 

Gene  Marie  O'Connell 

Executive  Administrator  ADMINISTRATION 
San  Francisco  General  Hospital  -  Ofc.  #2A5  SAN  FRANCISCO  GENERAL  HOSPITAL 

1001_Potrero  Avenue 
San  Francisco,  CA  94110 

Dear  San  Francisco  General  Hospital: 

I  am  writing  you  as  the  Medical  Director  of  REACH  Air  Medical  Services,  which  is  a  large  air 
medical  provider  in  the  Northern  California  area,  with  bases  in  Santa  Rosa,  Concord  and 
Sacramento,  regarding  the  necessity  of  a  helipad  at  San  Francisco  General  Hospital.  I  am 
writing  this  letter  in  support  of  placement  of  a  helipad  at  the  San  Francisco  General  Hospital 
campus.  I  feel  this  would  be  a  great  benefit  to  the  San  Francisco  community,  both  to  San 
Francisco  City  and  San  Francisco  County,  and  surrounding  communities. 

As  Medical  Director  of  REACH  AMS,  I  am  responsible  for  training,  oversight,  and  review 
of  all  clinical  aspects  of  the  program,  and  am  very  familiar  with  the  type  of  patients  that  we 
routinely  transport  on  the  helicopter  and  by  fixed-wing  transport.  In  light  of  that  knowledge,  I 
feel  that  I  am  in  a  good  position  to  comment  on  the  necessity  for  a  helipad  at  San  Francisco 
General  Hospital. 

Ways  in  which  a  helipad  would  be  beneficial  to  the  community  of  San  Francisco  are  that  this 
would  allow  increased  access  to  the  trauma  center,  and  timely  access  to  the  trauma  center 
for  patients  who  are  injured  at  the  outskirts  of  the  San  Francisco  area,  for  patients  who  are 
involved  in  multi-casualty  incidents,  or  incidents  in  which  traffic  becomes  a  major  burden  in 
transporting  the  patient  by  ground  to  the  trauma  center.  In  addition,  I  believe  it  would 
benefit  San  Francisco  General  Hospital  in  the  ability  to  both  receive  transfers  from  out-of- 
county  to  the  trauma  center,  and  also  to  transfer  any  patients  out  who  could  not  be 
successfully  cared  for  at  San  Francisco  General  Hospital  (although  I  believe  this  is  a 
relatively  rare  occurrence  for  San  Francisco  General  Hospital). 

The  other  benefit,  I  believe,  would  be  to  the  Southern  Marin  County  area.  As  you 
probably  know,  Marin  County  does  not  have  a  trauma  center  and  they,  at  times,  have 
difficulty  with  destination  for  their  trauma  patients.  A  helipad  at  San  Francisco  General 
Hospital  would  greatly  facilitate  the  transport  and/or  transfer  of  patients  from  Marin  County  to 
SFGH  for  appropriate  trauma  care. 

As  Medical  Director  of  REACH,  I  am  also  familiar  with  trauma  centers  in  other  parts  of 
California  and,  across  the  board,  these  trauma  centers  all  have  helipads.  Therefore,  I  think  it 
would  bring  San  Francisco  General  Hospital  up  to  the  par  of  other  trauma  centers  to  have 
helipad  accessibility. 


SPONSORING  HOSPITALS:  St.  Helena  Hospital;  Children's  Hospital  Oakland 

AFFILIATE  HOSPITALS:  Frank  R.  Howard  Memorial  Hospital;  Mendocino  Coast  District  Hospital;  Redbud  Community  Hospital 
Santa  Rosa  Memorial  Hospital;  Sutter  Lakeside  Hospital;  Sutter  Medical  Center  of  Santa  Rosa;  Ukiah  Valley  Medical  Center 
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In  summary,  I  believe  a  helipad  for  access  of  emergency  medical  aircraft  at  San  Francisco 
General  Hospital  would  be  of  great  benefit,  both  to  the  community  of  San  Francisco  and 
surrounding  communities,  and  to  San  Francisco  General  Hospital  itself. 

Thank  you  for  the  consideration  of  my  letter.  Please  feel  free  to  contact  me  should  you 
have  any  questions. 


Sincerely, 


Gary  McCalla,  M.D. 

Medical  Director,  REACH  Air  Ambulance 
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SkyLife 


The  Lifesaving  Difference 


of  Central  California 


January  29,  2003 

Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital  -  Ofc#2A5 

1001  Potrero  Avenue 

San  Francisco,  CA94110 

Dear  Gene  Marie  O'Connell, 

I  am  writing  in  support  of  the  need  for  helicopter  air  medical  access  in  the  San  Francisco 
area,  particularly  at  San  Francisco  General  Hospital.  As  an  air  ambulance  provider 
covering  the  Fresno  area,  we  transfer  patients  up  to  San  Francisco  hospitals  for  higher 
levels  of  care  and  services.  Your  hospital  offers  capabilities  that  are  just  not  available  in 
smaller  communities  on  a  regular  basis. 

Time  is  of  the  essence  when  hospitals  choose  to  transfer  patients  by  helicopter  and  when 
ground  ambulances  utilize  air  transport.  We  currently  encounter  delays  involving 
extended  ground  ambulance  response,  transport,  and  traffic  congestion  while  try  ing  to 
obtain  rapid  care  for  our  patients.  Surgeons  and  other  professional  medical  staff  are  often 
awaiting  the  patient's  arrival.  A  helipad  at  the  trauma  center,  available  to  other  medical 
facilities  in  the  San  Francisco  area  would  save  time,  life,  and  limb  for  the  critically 
injured  patient. 

A  city  with  the  population  of  San  Francisco  should  have  the  capability  for  emergency 
evacuation  by  air.  A  helipad  at  the  local  trauma  center  would  be  an  ideal  location  for  this, 
while  serving  multiple  uses. 

I  fully  support  increasing  the  helicopter  air  access  within  San  Francisco  and  at  San 
Francisco  General.  Please  contact  me  if  I  can  offer  any  additional  information  or  support. 


Lisa  Epps 
Program  Director 
SkyLife,  Fresno,  CA 
(559)346-1025 

lepps@americanambulance.com 


Sincerely, 


FEB  04  2003 

ADMINISTRATION 
SAN  FRANCISCO  GENERAL  HOSPITAL 


P.O.  Box  4  Clovis,  CA  93613  — 


(800)  305-LIFE  •  (559)  292-5248  •  FAX  (559)  292-5240 
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ADMINISTRATION 
SAN  FRANCISCO  GENERAL  HOSPITAL 

January  2,  2003 

Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  Health  Commission 

San  Francisco  General  Hospital-  Ofc  #2A5 

1001  Potrero  Avenue 

San  Francisco  CA94110 

Re:  Aeromedical  Access  for  San  Francisco  General  Hospital 

I  am  writing  this  letter  in  support  of  Aeromedical  Access  for  San  Francisco  General 
Hospital.  I  am  the  Chair  of  Surgery  at  UCSF  and  our  Department  has  a  major  role  at 
San  Francisco  General  Hospital. 

Our  surgeons  at  San  Francisco  General  Hospital  are  central  to  the  functioning  of  the 
Trauma  Center.  Dr.  Robert  Mackersie,  a  Professor  within  the  Department  of  Surgery,  is 
the  Trauma  Director.  Our  residents  spend  approximately  1/3  of  their  training  at  San 
Francisco  General  Hospital  and  the  training  is  mainly  focused  on  trauma  care. 

To  adequately  serve  the  patient  population  of  Northern  California  our  trauma  surgeons 
need  sufficient  access  to  patients-  this  would  come  in  the  form  of  aeromedical  access  to 
San  Francisco  General  Hospital.   In  addition,  because  of  our  close  relationship  with 
San  Francisco  General  Hospital  we  would  anticipate  that  patients  needing  further  care 
or  specialized  care  of  some  kind  could  be  transferred  via  air  to  San  Francisco  General 
Hospital  and  subsequently  transferred  to  UCSF  for  additional  care. 

The  City  of  San  Francisco  does  not  currently  have  any  hospitals  with  aeromedical 
access.  It  is  very  important  for  our  population  to  have  this  access;  in  the  case  of  heavy 
commute  it  is  absolutely  essential.  I  hope  you  look  favorably  on  their  request. 


University  of  California 
San  Francisco 


Department  of  Surgery 


OFFICE  OF  THE  CHAIR 
513  Parnassus  Avenue 
Room  S-320 

San  Francisco,  CA  94143-0104 
tel:  415/476-1236 
fax:  415/476-1734 


Sincerely, 


Nancy  L.  Ascher,  MD,  PhD 
Professor  and  Chair 
Department  of  Surgery 


1  2  2003  3:24  FT. 


University  of  California 
San  Francisco 


Dean's  Office 

San  Francisco  General  Hospital 
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January  16,  2003 


ADMINISTRATION 

SAN  FRANCISCO  GENERAL  HOSPITAL 


Gene  O'Connell 

Executive  Administrator,  2A5 

San  Francisco  General  Hospital 

1001  Potrero  Ave 

San  Francisco,  CA  941 10 


Dear  Gene, 

I  write  this  letter  in  support  of  a  helipad  at  San  Francisco  General 
Hospital  Medical  Center.  In  my  role  as  the  Associate  Dean  for  the 
UCSF  School  of  Medicine  at  SFGHMC,  I  am  responsible  for  facilitating 
the  relationship  between  UCSF  and  the  City  and  County  of  San 
Francisco,  oversight  for  the  UCSF  clinical  departments  at  SFGH, 
responsibility  for  the  training  of  residents  and  medical  students  doing 
rotations  at  SFGH. 

The  SFGHMC  Trauma  Program,  directed  by  UCSF  faculty  at  SFGH,  is 
a  center  of  excellence  and  provides  residents,  medical  students  and 
faculty  a  rich  academic  teaching  and  research  environment.  Almost  all 
of  the  School  of  Medicine  Department's  trauma  educational  experience 
occurs  at-SFGH.  All  major  Level  1  trauma  centers  have  aeromedical 
access,  with  the  exception  of  SFGHMC.  The  construction  of  a  helipad 
here  would  expand  the  number  of  trauma  patients  and  greatly  enrich 
the  UCSF  training  programs.  We  are  training  physicians  who  will 
practice  emergency  medicine,  and  it  is  critical  that  they  be  prepared  for 
the  situations  that  they  will  experience  upon  completion  of  the  training 
program.  UCSF  supports  acquisition  of  the  helipad  for  training 
purposes. 

Speaking  as  a  physician  with  a  specialty  in  critical  care,  I  am  well 
aware  of  how  patient  outcome  in  terms  of  mortality  and  morbidity 
would  be  greatly  enhanced  with  air  access  to  the  only  trauma  center  in 
San  Francisco.  I  will  not  repeat  the  statistics  that  so  many  others  will 
do,  but  it  is  clear  that  those  residents  of  San  Francisco  injured  near  the 
city  will  have  greater  opportunity  for  a  successful  outcome  if  they  can 


be  transported  quickly  to  a  Level  1  Trauma  Center.  In  many  instances,  quick 
access  is  only  possible  by  air. 

While  the  University  would  not  be  directly  involved  with  the  construction  of  a 
helipad,  I  believe  that  an  asset  that  so  clearly  enhances  the  needs  of  the 
community  be  secured  for  the  citizens  of  San  Francisco. 


Sincerely, 


Philip  Hopewell,  M.D. 
Associate  Dean 

San  Francisco  General  Hospital 
1001  Potrero  Ave,  2A21 
San  Francisco,  Ca  941 10 


CC:    Robert  MacKersie  MD 


University  of  California 
San  Francisco 

Department  of 
Neurological  Surgery 


January  13, 2003 


Gene  Marie  O'Connell 
Executive  Administrator 
San  Francisco  General  Hospital 
1001  Potrero  Avenue  -  Ofc  #2A5 
San  Francisco,  CA  94110 


JAN  1  6  2003 


Dear  Gene: 


I  am  writing  at  this  time  to  endorse  as  strongly  as  possible  the  acquisition  of 
emergency  air  medical  access  at  San  Francisco  General  Hospital.  SFGH  is  one  of 
the  very  few  Level  1  trauma  centers  in  this  country  that  does  not  have  helicopter 
access,  and  I  believe  it  is  imperative  in  order  to  provide  the  state-of-the-art  care 
in  dealing  with  all  kinds  of  trauma  for  patients  treated  at  the  General. 

I  am  currently  a  member  of  the  Neurosurgical  Trauma  Team  at  SFGH,  and  also 
serve  as  the  Chairman  of  the  Department  of  Neurological  Surgery.  I  attend  and 
make  rounds  every  Tuesday  morning,  and  am  in  the  regular  call  schedule  on 
weekends  for  neurosurgical  trauma.  We  have  a  very,  very  active  program  in 
Head  and  Spinal  Cord  Injury,  and  in  conjunction  with  Marty  Holland  and  Geoff 
Manley,  provide  state-of-the-art  care  for  our  patients  who  come  to  SFGH  with 
complex  injuries  involving  the  Nervous  System. 

One  of  the  most  important  aspects  of  delivering  the  best  care  to  patients  with 
Nervous  System  injury  is  rapid  intervention.  Rapid  intervention  has  become  so 
critical  that,  in  order  to  improve  our  access  to  patients  in  a  timely  fashion,  we 
must  have  the  ability  to  helicopter  our  patients  into  the  facility,  so  we  can  treat 
them  in  an  urgent  fashion.  Once  again,  the  timing  of  treatment  for  head  and 
spinal  cord  injury  has  become  very  clear  in -the  past  5  years  or  so,  and  thus, 
trying  to  provide  state-of-the-art  care  without  air  medical  access  to  SFGH  is 
difficult  indeed.  Most  importantly,  I  want  to  emphasize  that  having  helicopter 
access  would  provide  the  absolute  very  best  care  for  our  patients  throughout  the 
city  and  county  of  San  Francisco,  and  those  who  happen  to  be  in  our  area  when 
they  experience  such  trauma.  I  cannot  emphasize  enough  the  need  to  attend  to 
these  problems  in  a  very  rapid  fashion,  and  with  injuries  to  the  Nervous  System, 
15-30  minutes  can  make  all  the  difference  in  the  world  with  regard  to  a  good 
versus  bad  outcome.  Thus,  in  order  to  be  up  to  date  and  provide  the  best  care  for 
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Gene  O'Connell,  RN,  MS 
Executive  Administrator 
San  Francisco  General  Hospital 
1001  Potrero  Ave.,  Rm.  2A5 
San  Francisco,  CA94110 

Dear  Ms.  O'Connell, 

I  am  writing  this  letter  in  strong  support  for  air  medical  access  to  the 
San  Francisco  General  Hospital.  At  present,  it  is  difficult  to  conceive 
that  SFGH,  an  internationally  recognized,  world-class  facility,  is  the 
only  Level  1  Trauma  Center  in  the  country  without  a  helipad.  Clearly, 
this  is  critical  in  the  care  of  San  Francisco's  citizens  as  well  as  the 
retention  of  the  SFGH  Division  of  Orthopaedic  Surgery. 

At  this  time,  the  Division  of  Orthopaedics  is  facing  several  difficult 
issues.  For  reasons,  which  include  low  faculty  salaries,  outdated 
equipment,  and  lack  of  subspecialty  fracture  practices,  we  have  lost  4  of 
our  6  full-time  attendings,  including  the  Chief  of  Service.  As  a  result, 
we  are  faced  with  the  daunting  task  of  replacing  these  talented  surgeons 
in  a  time  where  there  is  a  nationwide  shortage  of  Traumatologists. 
Without  a  helipad,  the  problem  is  compounded  therefore  making  it  a 
greater  challenge  to  our  department  in  continuing  to  both  retain  and 
recruit  faculty. 

Thank  you  for  your  consideration  in  this  very  important  matter.  It  is  my 
hope  that  we  can  obtain  air  medical  access  to  deliver  the  highest  level  of 
care  for  the  citizens  of  San  Francisco  and  to  maintain  the  level  of 
excellence  of  the  Orthopaedic  Surgery  Service  at  SFGH. 


Sincerely  yours, 


David  S.  Bradford  ( 

Chair/  Orthopaedic  Surgery  Dept. 
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Dear  Ms.  O'Connell, 

I  am  writing  this  letter  to  emphatically  support  the  position  that  SFGH  needs  air  medical  access. 

As  Chief  of  SFGH's  Transfusion  Service,  I  am  responsible  for  ensuring  the  availability  of  blood  and 
blood  components  at  the  hospital,  and  meeting  the  sometimes  massive  needs  of  the  Trauma  Center  for 
these  products  is  one  of  my  top  priorities  and  concerns. 

When  it  comes  to  the  efficacy  of  life-saving  transfusions  for  trauma  victims  my  surgical  colleagues 
always  remind  me  of  the  prime  importance  of  a  speedy  initial  response.  Any  delay  in  transfusion  and 
surgical  intervention,  treatments  which  can  only  be  rendered  in  the  hospital,  diminishes  the  chances  of 
the  injured  for  survival  and  full  recovery.  With  this  in  mind,  I  find  it  absolutely  essential  that  SFGH 
gains  aero  medical  access. 

Transport  by  air  is  often  the  fastest  and  most  gentle  mode  of  bringing  critically  injured  patients  to 
SFGH,  and  those  in  need  of  specialty  trauma  care  from  our  hospital  to  the  nearest  center  that  offers  the 
required  services,  for  example  children  with  life-threatening  injuries  who  may  need  to  be  transported 
to  the  nearest  Pediatric  Trauma  Center.  Moreover,  given  San  Francisco's  geographical  location  at  the 
tip  of  a  peninsula  with  it's  dependency  on  open  bridges  for  ground  transport  to  the  north  and  east,  and 
it's  in  part  rugged  coastal  areas,  air  lifting  is  often  the  only  way  to  ensure  rapid  transport  of  trauma 
victims. 


Beyond  the  direct  need  of  trauma  victims,  aero  medical  access  is  also  vital  to  ensure  the  long-term 
stability  of  the  Trauma  Center  at  SFGH.  I  understand  that  without  this  feature,  trauma  services  at 
SFGH  will  fall  below  national  standards  for  urban  trauma  centers  and  stand  to  loose  the  critically 
important  Level  I  trauma  center  designation  so  vital  for  keeping  and  attracting  highly  skilled  care 
givers,  maintaining  top-level  proficiency  and  ensuring  financial  viability  of  the  trauma  program  at 
SFGH,  which  in  turn  is  essential  for  the  financial  health  of  the  hospital  overall. 

For  the  stated  reasons  I  believe  establishment  of  a  helicopter  landing  site  at  SFGH  is  not  only  a 
desirable  upgrade  of  the  hospital's  infrastructure,  but  is  a  necessity  that  SFGH  and  San  Francisco 
cannot  do  without  in  the  long  run. 

Thank  you  for  giving  me  the  opportunity  to  be  heard  on  this  vital  project  for  SFGH  and  San  Francisco. 


Sincerely, 
Eberhard  Fiebig,  MD 


UNIVERSITY  OF  CALIFORNIA,  SAN  FRANCISCO 
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TALMADGEE.  KING,  JR.,  M.D. 
CHIEF,  MEDICAL  SERVICES 


January  3, 2003 

Gene  Marie  O'Connell 
Executive  Administrator 
San  Francisco  General  Hospital  -  Ofc  #2A5 
1001  Potrero  Avenue 
San  Francisco,  CA  94110 

January  2,  2003 

Dear  Ms.  O'Connell: 

As  Chief  of  the  Department  of  Medicine  at  San  Francisco  General  Hospital,  I  am  writing  to 
express  my  strong  support  for  establishing  an  on-campus  helicopter  landing  facility  as  part  of  the 
hospital's  Level  1  Trauma  Center.  The  Department  of  Medicine  exists  to  ensure  high-level 
patient  care,  provide  excellent  teaching  and  training  in  internal  medicine  and  to  facilitate 
outstanding  basic  and  clinical  investigation.  Further,  we  provide  physician  specialists  necessary 
to  ensure  multi-specialty,  coordinated  care  at  SFGH  and  the  Trauma  Center. 

Current  national  legislation  recognizes  the  need  to  develop  trauma  systems  that  are  both 
responsive  and  appropriate  to  local  need.  These  priorities  must  be  ever  present  when  we 
consider  the  need  for  aeromedical  access  to  SFGH.  Is  our  trauma  system  responsive?  We  are 
one  of  the  country's  leading  trauma  centers,  and  yet  we  are  the  only  city,  among  the  nation's  25 
largest  cities,  that  does  not  provide  air  access  to  any  of  its  hospitals.  Are  we  providing  trauma 
coverage  appropriate  to  local  need?  San  Francisco  is  a  densely  populated  urban  area  where 
traffic  congestion  throughout  the  city  is  commonplace.  Relying  on  ground  transportation  for 
traumas  can  often  delay  care  unnecessarily.  A  helipad  at  SFGH  would  benefit  the  community 
and  citizens  of  San  Francisco  by  allowing  us  to  continue  to  provide  outstanding  trauma  care  in  a 
more  timely  and  efficient  manner. 

Emergency  medical  air  access  at  SFGH  will  not  only  allow  us  to  meet  the  stringent  time 
response  requirements  of  everyday  traumas,  but  will  expand  our  capability  for  handling  multi- 
casualty  events.  In  the  aftermath  of  September  1 1th,  we  must  develop  a  trauma  system  that,  not 
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only  deals  with  daily  injuries,  but  also  has  the  capacity  to  efficiently  respond  to  the  demands  of 
unconventional  or  natural  disasters  of  a  greater  magnitude. 

Finally,  highly  trained  physician  specialists  in  medical  fields  such  as  Cardiology  and  Pulmonary 
are  drawn  to  practice  in  nationally  recognized  Trauma  Centers  due  to  the  volume/type  of  patients 
seen  and  the  enormous  research  potential  that  exists.  Without  heliport  access,  the  trauma 
designation  of  the  hospital  may  be  threatened,  compromising  our  ability  to  attract  the  highly 
skilled  providers  necessary  to  provide  world-class  care  to  all  our  patients,  including  the 
thousands  of  trauma  victims  treated  each  year. 

In  summary,  SFGH  has  a  well-established  reputation  as  one  of  the  nation's  top  academic  public 
hospitals.  Our  distinction  as  a  leading  trauma  center  is  a  cornerstone  of  this  national  recognition. 
However,  we  must  look  into  the  future  and  plan  today  for  a  trauma  system  that  continues  to  be 
both  responsive  and  appropriate.  An  on-campus  helicopter  landing  facility  would  help  the 
hospital  achieve  this  goal  and  would  benefit  the  community  and  citizens  of  San  Francisco. 


Sincerely, 


Chief,  Medical  Services,  SFGH 

The  Constance  B.  Wofsy  Distinguished  Professor  and  Vice-Chairman 
Department  of  Medicine,  UCSF 
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Executive  Administrator 
San  Francisco  General  Hospital 
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San  Francisco,  CA94110 
Dear  Ms.  O'Connell, 

I  am  writing  this  letter  in  strong  support  for  air  medical  access  to  the  San 
Francisco  General  Hospital.  As  a  majority  of  trauma  patients  have 
musculoskeletal  injuries,  the  issue  of  air  medical  access  is  at  the  forefront  of 
issues  currently  facing  the  SFGH  Orthopaedic  Surgery  service.  As  the  Acting 
Chief  of  Orthopaedic  Surgery  at  SFGH,  I  speak  for  the  entire  current  faculty  and 
staff  when  I  state  unequivocally  that  a  helipad  is  critical  to  care  for  the  citizens  of 
San  Francisco  and  is  essential  for  the  survival  of  the  SFGH  Trauma  Center  and 
our  SFGH  Division  of  Orthopaedic  Surgery. 

When  I  joined  the  faculty  at  SFGH  seven  years  ago,  I  was  puzzled  that  the 
hospital  did  not  have  air  medical  access.  After  all,  I  had  received  four  years  of 
medical  training  and  over  seven  years  of  post-graduate  training  in  the  US  and 
Europe,  and  had  never  trained  at  a  hospital,  urban  or  rural,  that  did  not  have  a 
helipad.  I  particularly  had  problems  understanding  how  the  Level  1  Trauma 
Center  for  a  densely  populated  city  in  a  major  earthquake  region  did  not  have  air 
medical  access.  Since  that  time,  I  have  come  to  learn  that  SFGH  is  the  only  Level 
1  Trauma  Center  in  the  country  without  a  helipad.  This  is  particularly  astounding 
given  that  San  Francisco  has  already  been  threatened  as  a  target  for  a  terrorist 
attack. 

In  this  regard,  as  a  surgeon  for  the  citizens  of  San  Francisco,  I  feel  it  is  unfair  for 
San  Franciscans  to  be  unable  to  have  appropriate  air  medical  access  to  SFGH.  I 
also  feel  that  it  is  the  City's  responsibility  to  enable  its  citizens  to  receive  the 
world-class  trauma  care  for  which  SFGH  is  internationally  recognized.  In 
addition,  I  have  witnessed  first-hand  the  importance  of  receiving  critical  medical 
care  near  to  one's  family  and  friends. 

As  discussed  in  previous  meetings  with  you,  the  Division  of  Orthopaedics  is  in  a 
critical  juncture.  We  have  recently  lost  4  of  our  6  full-time  attendings,  including 
the  Chief  of  Service,  for  reasons  which  include  low  faculty  compensation, 
outdated  equipment,  and  inability  to  develop  subspecialty  fracture  practices.  This 


clearly  is  not  only  a  problem  for  orthopaedics,  but  also  for  SFGH  and  its  Trauma  Center.  Over 
the  past  decade,  the  Division  of  Orthopaedics  at  SFGH  has  provided  nationally  recognized 
trauma  care,  while  also  delivering  efficient,  cost-effective,  and  comprehensive  multidisciplinary 
musculoskeletal  service  for  medically  indigent  citizens.  Replacing  the  talented  surgeons  who 
have  left  the  busy  SFGH  Orthopaedics  service  is  a  daunting,  task;  there  is  a  severe  nationwide 
shortage  of  traumatologists  and  San  Francisco  is  an  expensive  place  to  live.  A  helipad  will  infuse 
valuable  resources  into  the  hospital  and  the  orthopaedic  service  that  will  pay  for  salaries  and 
generate  money  to  buy  equipment. 

Another  major  difficulty  we  have  in  the  retention  and  recruitment  of  faculty  is  our  inability  to 
develop  subspecialized  practices,  particularly  in  pelvic  and  acetabular  fractures  and  spine 
injuries.  Several  of  the  applicants  we  have  recently  interviewed  for  the  available  SFGH  trauma 
positions  were  unhappy  with  SFGH  because  there  was  no  helipad  and  the  volume  of  pelvic  and 
acetabular  fractures  treated  at  SFGH  was  too  low.  In  addition,  one  of  the  faculty  recently  left 
SFGH  because  he  was  unable  to  develop  an  acute  trauma  spine  practice.  The  development  of 
these  subspecialty  practices  is  absolutely  essential  for  the  recruitment  and  retention  of  trauma 
trained  orthopaedic  surgeons.  It  will  be  extremely  difficult  to  replace  the  departed  Chief  of 
Service  with  someone  interested  in  trauma  in  the  absence  of  some  guarantee  of  a  helipad. 

The  faculty  who  came  to  SFGH  did  so  because  they  believed  in  the  mission  of  the  institution  and 
its  reputation  as  a  high-caliber  trauma  center.  Unfortunately,  unless  the  hospital  builds  a  helipad, 
it  will  be  extremely  difficult  to  recruit  and  retain  orthopaedic  surgeons  interested  in  trauma  care. 
This  is  not  in  the  best  interest  of  the  City  and  County  of  San  Francisco. 

Thank  you  for  your  understanding  in  this  matter.  Please  let  me  know  if  I  can  provide  further 
information  on  how  air  medical  access  impacts  upon  our  service.  I  would  welcome  further 
discussion  with  either  the  hospital  or  the  City  and  County  administration  on  this  critical  issue. 

Sincerely  yours, 


Theodore  Miclau  M.D. 

Associate  Professor 

Acting  Chief  of  Orthopaedic  Surgery 
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Gene  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital 

1001  Potrero  Ave,  2A5 

San  Francisco,  CA  94110 

Re:      Air  medical  access  at  San  Francisco  General  Hospital 
Dear  Ms.  O'Connell: 

I  am  writing  this  letter  to  express  my  support  for  air  medical  access  to  San 
Francisco  General  Hospital.  I  am  the  Chief  of  Surgery  at  San  Francisco  General 
Hospital  and  Professor  of  Clinical  Surgery  at  University  of  California,  San 
Francisco.  As  such,  I  oversee  the  Trauma  program  at  San  Francisco  General 
Hospital  and  I  am  a  very  active  trauma  surgeon.  The  City  of  San  Francisco  is  at 
significant  risk  for  a  devastating  earthquake  as  well  as  being  a  U.S.  terrorist 
target.  The  citizens  of  San  Francisco  require  air  medical  access  to  the  region's 
foremost  trauma  center.  San  Francisco  is  the  only  major  city  in  United  States 
without  an  air  medical  access  helicopter  program.  This  is  a  major  embarrassment 
fp'r  a  world-class  city  like  San  Francisco  as  well  as  a  great  danger  for  the  citizens 
of  San  Francisco  given  the  possibility  of  terrorist  attack  and  natural  disaster. 

Critically  ill  and  injured  patients  require  the  fastest  possible  transport  to  a  trauma 
center  to  receive  life  saving  care.  Our  city  should  have  had  a  helicopter  program 
25  years  ago.  Primarily  because  of  local  neighborhood  political  considerations, 
all  efforts  to  achieve  a  helicopter  program  have  been  blocked.  The  tragedy  of 
9/11  and  the  Loma  Prieta  earthquake  are  examples  of  devastation  which  can  strike 
a  city  blocking  roads  and  highways.  A  helicopter  program  is  the  obvious  answer. 
Helicopter  programs  exist  not  only  in  all  major  cities  in  the  United  States  but 
throughout  Europe.  I  am  embarrassed  to  say  that  some  third  world  countries  have 
air  medical  access  helicopter  programs  (e.g.  South  Africa),  but  not  San  Francisco. 

In  addition  to  being  the  Chief  of  Surgery  at  San  Francisco  General  Hospital,  I  am 
also  a  Potrero  Hill  homeowner.  I  understand  that  many  of  my  neighbors  are 
opposed  to  the  introduction  of  a  helicopter  program  at  San  Francisco  General 
Hospital.  This  issue  is  the  classic  example  of  the  inherent  conflict  between  the 
interests  of  a  small  group  of  individuals  and  the  interests  of  society  as  a  whole. 


There  is  absolutely  no  question  that  the  introduction  of  the  air  medical  access 
helicopter  program  at  San  Francisco  General  Hospital  is  in  the  interest  of  the  City 
of  San  Francisco  and  its  citizens.  I  have  no  doubt  that  there  was  extensive 
neighborhood  opposition  to  the  construction  of  the  freeway  at  the  foot  of  Potrero 
Hill.  That  freeway  was  constructed  to  benefit  the  majority  of  citizens.  In  a 
similar  fashion,  the  introduction  of  the  air  medical  access  program  at  San 
Francisco  General  Hospital  will  be  a  major  asset  to  San  Francisco  and  its  citizens. 
I  sincerely  hope  that  our  leaders  will  have  the  courage  and  political  will  to 
institute  this  critical  program. 

Thank  you  for  the  opportunity  of  expressing  my  support  in  strongest  possible 
terms  for  an  air  medical  access  program  in  San  Francisco. 

Very  truly  yours, 


William  Schecter,  M.D. 

Professor  of  Clinical  Surgery 

University  of  California,  San  Francisco 

Chief  of  Surgery 

San  Francisco  General  Hospital 
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SAN  FRANCISCO  GENERAL  HOSF! 


I  am  writing  this  letter  in  support  of  the  need  for  emergency  medical  air  access  at  San  Francisco 
General  Hospital.  As  Chief  of  the  Emergency  Department  here  responsible  for  many  incoming 
calls  regarding  transfers  of  critically  injured  trauma  patients  I  am  keenly  aware  of  the  need  for 
this  service. 

It  is  not  uncommon  that  after  notification  of  an  incoming  trauma  patient  from  the  City  and 
County  of  San  Francisco  streets,  the  trauma  arrival  can  be  delayed  by  significant  periods  of  time 
because  of  increasing  traffic  patterns.  It  is  not  uncommon  that  the  entire  team  has  assembled  in 
the  Emergency  Department  and  waits  for  long  periods  of  time  before  the  patient's  arrival  It  is 
well  known  that  the  earlier  we  can  intervene  at  the  hospital  for  these  patients  the  better  their 
chance  of  survival. 

A  helipad  at  San  Francisco  General  Hospital  would  make  transfers  from  other  counties  (both 
transfers  from  scenes  and  transfers  from  Emergency  Departments)  more  feasible.  By  increasing 
the  number  of  critical  trauma  patients  brought  to  San  Francisco  General  Hospital,  we  will  be  able 
to  continue  to  maintain  the  level  of  expertise  and  staffing  necessary  to  provide  the  level  of 
coverage  required  of  a  Level  1  Trauma  center.  Without  the  "critical  mass"  that  would  be  provided 
by  these  additional  patients,  the  survival  of  San  Francisco  General  Hospital  as  a  Level  1  Trauma 
center  is  in  jeopardy.  Currently  we  are  seeing  the  minimum  number  of  patients  necessary  to 


Please  let  me  know  if  there  is  any  way  I  can  help  in  making  the  necessity  of  a  helipad  at  San 
Francisco  General  Hospital  a  reality. 


Alan  Gelb.  MD 

Chief,  Department  of  Emergency  Services 
San  Francisco  General  Hospital 
Professor  of  Medicine 
University  of  California  San  Francisco 


Sincerely, 


University  of  California 
San  Francisco 


December  23,  2002  aDM  i  N I  STRATI  ON 

To  Whom  It  May  Concern: 

I  am  writing  in  support  of  the  need  for  helicopter/air  emergency  access  to 
SFGH.  I  am  the  chief  of  the  pediatric  service  at  SFGH  and  our  physicians  work 
in  tandem  with  the  trauma  surgeons  here  in  providing  integrated  support  to  all 
pediatric  patients  with  trauma. 

It's  intuitively  obvious  that  speed  is  of  the  essence  when  transporting  infants  and 
children  with  trauma.  Currently  our  care  is  hampered  by  the  need  for  kids  in  the 
Bay  Area  and  Northern  California  to  be  transported  to  SF  airport  and  then  be 
brought  here  by  ground  transportation. 

The  greater  bay  area  and  Northern  California  need  our  trauma  service  since  it  is 
the  best  in  the  region.  Also,  we  need  the  trauma  patients  from  outside  the  City 
in  order  to  maintain  our  high  quality  in  this  specialty.  As  for  neurosurgery,  our 
trauma  service  remains  sharp  by  serving  an  optimal  number  of  patients — that's 
the  reason  for  centralization  of  some  specialized  services  like  trauma. 

An  helicopter/air  emergency  access  plan  for  SFGH  will  fit  well  with  the  plans 
for  a  new  Women's  and  Children's  Hospital  contiguous  to  a  new  SFGH  on  the 
Mission  Bay  site. 

The  Mission  Bay  site  will  allow  air  access  to  a  new  hospital  and  allow  in-flights 
over  the  bay,  thereby  not  disturbing  residents  of  the  City. 


H.  William  Taeusch,  MD 

Chief.  Pediatric  Service 

San  Francisco  General  Hospital 

Professor  and  Vice-Chairman 
Department  of  Pediatrics 

1001  Potrero  Avenue 
Mail  Stop  6E 

San  Francisco,  CA  94110 

tel:  415/206-3681 

fax:  415/206-3686 

email:  btaeusch©sfghpeds  ucsf.edu 


Many  thanks  for  your  help  on  this  effort. 


L'-'.e-s    c*  Ca  :z~  a 


Department  of  Medicine 

Division  of  Pulmonary  &  Critical  Care  Medicine 


er  Address: 

Francisco  General  Hospital 
m  5K1 

Francisco.  CA  94110 

ing  Address: 
>F  Campus  Box  0341 
Francisco.  CA 
43-0641 
i-s 3 

41S'535-1551 


::  :s  :s 


RECEIVE 

JAN  0  K  2G03 
ADMINISTRATIOM 


IfAL 


Gene  Marie  O'Gonnell 

Executive  Administrator 

San  Francisco  General  Hospital 

Petrere  Ave.-_e 
San  Francisco,  CA  94110 

Re:  Emergency  Medical  Air  Access  to  San  Francisco  Genei 
Deer  Gere: 


I  2m  v,~i:i-g  r.is  lerter  to  express  ~ .  strc-.g  se- 
need  for  medical  air  access  to  San  Francisco  Ge: 


urge-: 


■ese  .:= 


I  was  be.--.,  ra'seo,  a_o  ez_c=:EZ  i~  Sa~  Fra-.oisco  a~e  ra\e        a  ~'a:_  :• 
member  of  the  University  of  California,  San  Francisco  working  at  San 
Francisco  General  Hospital  since  1981. 1  am  a  member  of  the  Division  of 
Pulmonary  and  Critical  Care  Medicine  within  the  Department  of  Medicine  a  - : 
am  Associate  Dire":  -  of  the  Medical  and  Surgical  Intensive  Care  Units  at  San 
Francisco  General  Hospital.  I  also  am  Medical  Director  of  Quality,  Utilization, 


As  you  know,  San  Francisco  General  Hospital  cares  for  the  most  aitkally  ill 
patients  in  San  Francisco  and  in  surrounding  counties  such  as  San  Mateo. 
These  patients  frequently  need  to  be  brought  to  our  facility  as  quickly  as 
possible,  a  difficult  task  when  freeways  and  streets  are  congested.  Such 
need  is  striking  on  a  daily  basis,  but  it  would  become  even  more  apparent  if 
we  were  to  suffer  a  major  natural  disaster  or  act  of  terrorism.  In  such  a 
circumstance,  the  need  for  rapid  transportation  of  critically  ill  patients  out  of 
San  Francisco  to  faciiities  in  counties  that  had  not  experienced  overwhelming 
damage  and  therefore  maintained  available  medical  resources  also  might 
occur. 

In  aH  the  scenarios  I  have  described,  rapid  access  can  only  be  possible 
through  the  use  of  a  helipad  at  San  Francisco  General  Hospital.  To  my 
knowledge,  ours  is  the  only  county  in  California  and  the  only  major  urban 
trauma  center  in  the  United  States  that  lacks  such  a  helipad.  It  is 
urce.-scie-ae'e  t'-.a:  t~e  -as'oe-is  :  '  5a_  Fra-c'sec       :  oe     -  a: 
appropriate  medical  care  through  the  unavailability  of  air  access  to  their 
ra_~a  oe-.te-. 

As  a  lifelong  San  Francisco  resident  and  a  longtime  member  of  the  mec  ':= 
staff  at  San  Francisco  General  Hospital,  I  unequivocally  support  the 


I 


Professor  of  Medicine  and  Anesthesia 
University  of  California,  San  Francisco 
Associate  Director 

Medical  and  Surgical  Intensive  Care  Units 
San  Francisco  General  Hospital 


University  of  California 
San  Francisco 


IVED 


Ms.  Gene  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital  -  Ofc  #2A5 

1001  Potrero  Avenue 

San  Francisco,  CA  94110 


February  7,  2003 


FEB  1  3  2003 

ADMINISTRATION 
SAN  FRANCISCO  GENERAL  HOSPITAL 


DearMs.O'CgRrtelir  C^y\^—^ 


I  am  writing  to  express  my  strong  support  and  sense  of  urgency  for  the 
establishment  of  an  air  access  emergency  air  medical  access  facility  at  San 
Francisco's  sole  Level  1  Trauma  Center  at  San  Francisco  General  Hospital.  As  the 
Medical  Director  for  Trauma  Services  here  at  SF  General,  I  am  uniquely  positioned 
to  comment  on  the  criticality  of  establishing  the  facility,  and  the  relative  "standard 
of  practice"  throughout  the  rest  of  the  country. 

Survival  from  major  injury  depends  on  getting  'the  right  patient  to  the  right 
place  at  the  right  time'.  The  proliferation  of  trauma  centers  throughout  the  United 
States  in  the  1980's  and  1990's  dramatically  decreased  preventable  death  due  to 
delays,  lack  of  facilities  or  lack  of  organizations.  Unfortunately,  in  California  over 
35%  of  patients  with  these  critical  injuries  fail  to  reach  trauma  centers.  While  this 
is  changing  slowly,  there  is  still  a  huge  need  out  there  to  transport  these  critical 
'  patients  to  high  capability  centers  such  as  SFGH. 

San  Francisco  is  the  only  major  American  city  without  approved 
emergency  medical  air  access  capabilities.  This  alone  is  a  travesty  for  a  world- 
class  city  of  San  Francisco's  caliber.  On  top  of  this,  San  Francisco  has  the  second 
highest  density  of  any  American  city  in  the  country,  an  equivalent  amount  of  traffic 
congestions,  is  more  earthquake  prone,  more  geographically  constrained  and,  most 
recently  as  cited  by  the  FBI,  more  likely  to  become  a  terrorist  target  than  most 
other  American  cities.  These  same  demographic,  geologic,  and  social 
vulnerabilities  add  to  the  risk  of  worsened  outcomes  from  mass  casualty  events 
with  the  absence  of  a  durable  landing  site  at  the  city's  only  trauma  center  from 
which  to  transport  in  personnel  and  supplies  and  transport  out  patients  if  necessary. 


Regional  need,  high  risk  and  vulnerability,  and  deviation  from  the  practice 
standard  in  the  rest  of  the  United  States  are  obvious  reasons  for  the  establishment 
of  a  landing  site  at  SFGH.  The  less  obvious  reasons  include  the  need  to  maintain 
high  acuity  patient  volumes  in  order  to  maintain  proficiency  at  caring  for  these 
patients.  The  trauma  volume  in  San  Francisco,  happily,  has  declined  over  the  last 
ten  years  presumably  as  a  result  of  decreased  violence  in  the  community  and 
improved  restraint  devices  for  vehicular  trauma.  While  this  is  good  news  in  one 


respect,  it  is  bad  news  for  the  Trauma  Center  in  terms  of  the  ability  to  maintain 
proficiency,  recruit  and  retain  new  faculty,  new  practitioners,  and  keep  current  with 
the  new  and  rather  expensive  approaches  to  trauma  patient  care.  If  the  current 
trends  in  trauma  volume  continue,  we  will  fall  below  standards  for  a  Level  1  center 
within  the  next  several  years,  and  in  due  course,  suffer  a  major  attrition  in  the 
number  and  quality  of  the  trauma  faculty  at  SFGH. 

While  financial  benefits  fall  further  down  the  list  in  terms  of  importance,  it 
is  a  critical  aspect  in  the  long-term  survival  of  a  municipal  hospital  dependent  to  a 
high  degree  on  general  fund  revenue.  Based  on  established  experience  with  out-of- 
region  trauma  patierfts,  the  payor  mix  for  high  acuity  patients  transported  by  air 
will  result  in  substantial  additional  revenues  to  the  system,  potentially  permitting 
expansion  of  existing  services,  maintenance  of  first  rate  trauma  care  technology, 
and  even  expanding  health  care  services  for  our  core  group  of  disenfranchised  and 
indigent  patients. 

In  the  absence  of  additional  revenue  and  patients  recruited  into  the  system, 
it  is  likely  that  San  Francisco  General  will  contract  over  the  next  several  years  like 
a  proverbial  'black  hole',  with  a  worsening  payor  mix,  increasing  general  fund 
dependence  and  the  progressive  contraction  of  health  care  services.  The  level  of 
commitment  on  the  part  of  the  medical  staff  and  faculty  of  UCSF  to  San  Francisco 
General  Hospital  is-extraordinarily  high,  and  no  one  wants  to  see  the  nation's 
premiere  municipal  hospital  contract  and  degrade  to  the  point  of  being  a  backwater, 
second-rate  institution.  Neither  San  Francisco,  its  patients,  nor  the  thousands  who 
have  worked  over  the  decades  to  maintain  the  quality  and  prestige  of  this  institution 
wish  to  see  this  happen.  We  need  to  establish  the  heliport  in  order  to  guarantee  the 
future  of  San  Francisco  General  Hospital. 

I  will  continue  to  work  with  you  and  others  in  the  Department  of  Public 
Health  to  the  extent  that  I  am  able  to  bring  about  this  change.  It  is  likely  that  this  is 
our  one  best,  and  probably  our  only  chance  to  do  this  in  our  practice  careers.  I 
.strongly  believe  it  will  be  a  critical  step  for  San  Francisco  and  a  legacy  from  the 
SFGH  of  our  generation  to  the  SFGH  of  future  generations  and  the  patients  it  will 
serve  in  the  years  to  come.  If  there  is  anything  else  I  can  do  to  possibly  further 
help  this  effort,  please  let  me  know. 


Robert  C.  Mackersie,  M.D. 

Professor  of  Surgery 

University  of  California,  San  Francisco 

Director  of  Trauma  Services 

San  Francisco  General  Hospital 

cc.  Mitch  Katz,  M.D. 

Director  of  Public  Health 


Sincerely, 


RCM/ab 


SAN        FRANCISCO        INJURY  CENTER 


February  3,  2003 

Gene  Marie  O'Connell 
Executive  Administrator 
San  Francisco  General  Hospital 
1001  Potrero  Avenue,  Suite  #2A5 
San  Francisco,  CA  941 10 

Dear  Ms.  O'Connell: 

As  Director  of  the  San  Francisco  Injury  Center,  we  have  been  researching  the 
access  to  trauma  care  in  California.  Our  study,  which  is  under  review  for 
publication  in  the  New  England  Journal  of  Medicine  demonstrated  that  while 
California  was  among  the  first  state  to  implement  trauma  regulations  some  20 
years  ago,  currently  nearly  50%  of  all  severely  injured  trauma  victims  never 
reach  a  designated  trauma  center  in  our  state.  In  particular,  rural  trauma 
patients,  elderly  patients,  and  patients  with  major  head  injury  are  often 
underserved.  Since  trauma  care  is  clearly  superior  in  organized  trauma  centers, 
it  is  a  tragedy  that  many  injured  Californians  continue  to  die  or  suffer  permanent 
disabilities  resulting  from  delayed  or  inadequate  trauma  care.  Helicopter 
transport  to  our  trauma  center  would  allow  us  to  access  many  of  these 
underserved  patients.  I  hope  that  the  Health  Commission  will  see  how  important 
this  issue  is  to  patients  in  Northern  California. 


Sincerely, 


M.  Margaret  Knudson,  MD,  FACS 

Chair,  Northern  California  Committee  on  Trauma 

Director,  San  Francisco  Injury  Center 

Professor  of  Surgery,  the  University  of  California,  San  Francisco 


San  Francisco  General  Hospital,  Department  of  Surgery.  Ward  3A 
1001   Potrero  Avenue.  Box  0807 
San  Francisco,  CA94110 
Phone  415.2  0  6.4623  -  FAX  4  1  5.206.5950 
www. surgery. ucsf.edu/sfic 


University  of  California 
San  Francisco 


Surgery  Faculty  Practice 


San  Francisco  General  Hospital 
Box  0807 

San  Francisco.  CA  94143-0807 
tel:  415/206-8814 
fax:  415/206-5484 


Andre  R.  Campbell,  M.D. 
General  Surgery 

Hobart  W.  Harris,  M.D. 
Gastrointestinal  Surgery 

Arthur  C.  Hill,  M.D. 
Cardiothoracic  Surgery 

Jan  K.  Horn,  M.D. 
General  Surgery 

M.  Margaret  Knudson,  M.D. 
Breast/Pediatnc  Surgery 

Robert  C.  Mackersie,  M.D. 
General  Surgery 

Mahesh  H.  Mankani.  M.D. 
Plastic/Hand  Surgery 

Stanley  J.  Rogers,  M.D. 
Minimally  Invasive 
and  General  Surgery 

William  P.  Schecter,  M.D. 
General  Surgery 

Arthur  N.  Thomas.  M.D. 
Professor  Emeritus 

David  M.  Young,  M.D. 

Plastic  Surgery 


FEB  f  8  2003 


2/13/2003 


Gene  Marie  O'Connell 
Executive  Administrator 
San  Francisco  General  Hospital 
1001  Potrero  Avenue 
San  Francisco,  CA  94110 

Dear  Ms.  O'Connell: 


The  purpose  of  this  letter  is  to  support  the  proposal  for  Air  Medical  Access  to 
San  Francisco  General  Hospital.  As  a  Trauma  Surgeon  who  cares  for  critically 
ill  patients  at  the  hospital  I  feel  that  it  is  critical  that  we  ensure  that  the  hospital 
makes  the  next  logical  step  of  having  helicopter  access.  Land  based  access  can 
be  easily  severed  leading  to  bad  patient  outcomes  if  there  is  congestion  or  a 
disaster.  This  is  especially  timely  in  light  of  all  the  threats  to  public  safety  after 
9/11/2001.  Helicopter  access  allows  sick  patients  to  gain  access  to  hospital 
when  they  need  it.  As  one  of  the  oldest  Trauma  Centers  in  the  United  States, 
San  Francisco  General  Hospital  has  a  long  and  storied  history  leading  the 
World  Wide  Trauma  Community  with  new  innovations  in  patient  care  and 
management.  It  is  unbelievable  that  we  are  the  only  Level  I  Trauma  Center  in 
the  United  States  that  does  not  have  helicopter  access.  This  proposal  would 
help  improve  the  level  of  care  for  the  people  of  San  Francisco. 

In  conclusion,  I  would  like  to  enthusiastically  support  Air  Medical  Access  to 
San  Francisco  General  Hospital.  If  you  have  any  question  about  this  vitally 
important  matter  please  contact  me  in  the  Department  of  Surgery. 


With  regards 


Andre  Campbell,  MD,  F.A.C.S 
Attending  Trauma  Surgeon 
San  Francisco  General  Hospital 


University  of  California 
San  Francisco 


Department  of  Emergency  Services 


RECEIVE 


JAN  16  2003 


hristopher  Barton,  M.D. 
edical  Director 


January  3,  2003 


ADMINISTRATION 
SAN  FRANCISCO  GENERAL  HOSf  ■ 


in  Francisco  General  Hospital 
)01  Potrero  Avenue,  Rm.  1E21 
an  Francisco,  CA  94110 


Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital  -  Ofc  #2A5 

1001  Potrero  Ave 


I;  415/206-5762 
x:  415/206-5818 


San  Francisco,  CA94110 
Dear  Ms.  O'Connell, 

I  am  writing  this  letter  in  support  of  the  need  for  development  of  aeromedical  access  to 
SFGH.  As  the  Medical  Director  of  the  Emergency  Department  at  SFGH  I  am  acutely  aware  of 
the  need  for  this  critical  method  of  transporting  acute  trauma  patients  to  our  trauma  center. 
The  emergency  department  at  SFGH  is  the  only  level  1  trauma  center  in  the  city  and  county  of 
SF  also  serving  the  northern  half  of  San  Mateo  County. 

Prompt  access  to  emergency  trauma  care  has  been  shown  to  have  a  significant  impact  on 
survival  in  trauma  patients.  Indeed  it  is  critical  that  patients  be  transported  to  a  trauma  center 
within  1  hour  of  their  injury  -  the  so-called  'golden  hour'.  Yet,  in  San  Francisco, 
transportation  to  the  trauma  center  is  often  delayed  for  a  number  of  reasons  including  difficult 
access  to  patients  in  water  or  Cliffside  accidents  or  simply  due  to  traffic.  These  delays  in 
transport  to  the  Trauma  Center  would  be  offset  by  aeromedical  transport. 

In  cases  involving  pediatric  trauma,  these  patients  must  be  quickly  stabilized  and  transferred 
to  a  Pediatric  Trauma  Center.  As  you  know,  without  aeromedical  transportation  these 
transfers  (to  Children's  Hospital  in  Oakland)  can  often  take  up  to  an  hour  during  periods  of 
heavy  traffic. 

SFGH  has  a  history  of  excellence  in  trauma  care  delivery  as  well  as  trauma  care  training. 
Without  the  ability  to  accept  patients  by  aeromedical  transport,  the  number  of  patients  needed 
to  maintain  the  skill  of  our  providers  and  train  future  physicians  and  nurses  will  decline. 

The  survival  of  the  Trauma  Center  at  SFGH  may  indeed  rest  on  the  success  of  aeromedical 
access  to  and  from  SFGH. 

I  urge  you  in  the  strongest  terms  to  support  the  development  aeromedical  access  at  SFGH.  It 
may  be  critical  to  the  survival  of  the  Trauma  Center  but  is  certainly  critical  to  the  survival  of 
victims  of  trauma  in  San  Francisco  and  the  neighboring  Counties. 


Sl 


Christopher  W.--fiirton,  MD 
Medical  Director 
Emergency  Services. 


University  or  Ualitornia  . 
San  Francisco 


Surgery  Faculty  Practice 


San  Francisco  General  Hospital 
Box  0807 

San  Francisco,  CA  94143-0807 
tel:  415/206-8814 
fax:  415/206-5484 


February  24,  2003 


Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital  -  Ofc  #2A5 

1001  Potrero  Avenue 

San  Francisco,  CA  94110 

Dear  Ms.  O'Connell 

I  am  writing  you  to  express  my  support  of  an  on-campus  helipad  at  SFGH. 

I  have  held  my  position  as  the  Chief  of  Vascular  Surgery  at  SFGH  since 
August  of  2002.  I  was  surprised  on  my  arrival  that  there  is  no  emergency 
air  access  to  SFGH,  a  level  one-trauma  center.  My  previous  position  was  at 
UCLA,  which  is  also  a  level  one  facility.  During  my  time  at  UCLA,  I  found 
that  helicopter  access  was  essential  for  meeting  the  needs  of  the  surrounding 
community  as  a  trauma  referral  center. 

I  believe  that  a  helipad  is  essential  for  the  rapid  delivery  of  injured  patients 
to  an  appropriate  medical  facility  in  the  urban  environment.  Without  this, 
injured  patients  may  require  a  lengthy  delay  in  ground  transportation,  or 
face  treatment  at  a  local  facility  that  is  ill  equipped  to  handle  the  trauma 
patient. 

Pertinent  to  my  specialty,  a  helipad  would  allow  patients  with  life- 
threatening  vascular  injuries  to  rapidly  reach  a  vascular  surgeon. 

I  believe  that  a  helipad  is  essential  for  SFGH  to  maintain  its  stature  as  one  of 
the  leading  trauma-care  hospital  in  the  United  States. 

Sincerely  yours, 


John  SJl/arieMD 
Chief,  waseiilar  Surgery 
San  Francisco  General  Hospital 
University  of  California,  San  Francisco 
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Dear  ms.  O  conneil, 


I  am  writing  in  strong  support  of  the  need  for  emergency-medical  air 
■  access  to  San  Francisco  General  Hospital.  I  have  been  an  Attending 
Physician  in  the  Emergency  Department  at  SFGH  for  over  eight  years,  and 
I  am  currently  serving  as  the  Director  of  Quality  Improvement  for  the  ED. 
Prior  to  assuming  my  current  position,  I  spent  five  years  as  the  Assistant 
Medical  Director  of  the  San  Francisco  Fire  Department.  As  my 
background  reflects,  I  have  a  deep  knowledge  and  a  sincere  interest  in  the 
continuous  delivery  of  quality  care  to  patients  injured  in  San  Francisco 
from  their  first  contact  with  the  EMS  system  through  discharge  from  the 
Emergency  Department. 

The  improved  outcomes  for  trauma  patients  treated  at  Level  1  Trauma 
Centers  are  related  to  the  quality  of  the  staff  and  the  time  to  definitive 
treatment.  San  Francisco  General  Hospital  is  the  fourth  Level  1  Trauma 
Center  with  which  I  have  been  associated  during  my  career.  It  is  the  only 
one  without  air  access.  In  fact,  a  recent  survey  of  the  25  largest  US  cities 
found  San  Francisco  to  be  the  only  city  without  aeromedical  access  to  any 
of  its  hospitals,  let  alone  its  Trauma  Center.  As  a  city  with  increased 
potential  for  multi-casualty  incidents  due  to  terrorist  activity  and  natural 
disasters,  the  fact  that  we  fall  well  below  the  national  standard  in  this 
regard  is  inexcusable. 

Prior  to  my  arrival  in  San  Francisco,  I  had  the  opportunity  to  care  for  a 
number  of  patients  who  benefited  from  air  access  to  my  hospital,  either 
arriving  as  a  trauma  patient  or  as  a  transfer  away  for  definitive  care. 
Several  recent  patients  injured  in  similar  circumstances  come  to  mind 
whose  care  was  delayed  because  emergency  medical  air  access  was 
unavailable;  it  was  unavailable  because  their  injury  occurred  in  San 
Francisco  and  SFGH  was  the  destination  hospital.  I  cared  for  a  patient 
injured  after  falling  off  a  cliff  at  Land's  End.  a  beach  at  the  Northwest 
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corner  of  San  Francisco.  This  patient  suffered  a  significant  head  injury 
and  was  intubated  by  SFFD  paramedics  lowered  to  the  beach  by  rope.  A 
Coast  Guard  helicopter  was  called  to  lift  the  patient  off  the  beach  as 
ambulance  access  was  impossible.  The  patient's  arrival  at  SFGH  was 
delayed  by  an  additional  40  critical  minutes  as  the  helicopter  landed  in  the 
parking  lot  of  the"  de  Young  museum  and  transferred  the  patient  to  an 
ambulance  for  the  25  minute  trip  across  town  with  lights  and  sirens. 

Regularly,  critically  ill  pediatric  patients  are  transferred  out  of  SFGH  for 
services  that  we  are  unable  to  provide.  The  closest  Pediatric  Trauma 
Center  is  across  the  Bay  Bridge,  up  to  an  hour  away. by  ground  during 
heavy  traffic  periods.  If  there  is  a  multi-casualty  incident  in  San  Francisco 
involving  children,  access  to  these  facilities  would  be  essential.  Definitive 
care  would  be  delayed  if  ground  transportation  were  required;  it  would  be 
impossible  if  the  bridges  were  damaged  during  an  earthquake. 

I  take  great  pride  in  the  outstanding  work  my  colleagues  and  I  do  in  the 
initial  evaluation  and  stabilization  of  emergency  patients  in  such  a 
challenging  environment.  Pride  in  our  work  and  pride  in  our  hospital  are 
integral  components  to  maintaining  an  expert  staff  and  high  quality  of 
care.  The  absence  of  a  helipad  at  SFGH  adds  to  the  challenge  of  caring 
for  many  critically  ill  patients.  I  am  concerned  that  the  continued  absence 
of  aeromedical  access  to  SFGH  will  contribute  to  the  deterioration  of  our 
staff  and  quality  of  care.  Aeromedical  access  to  SFGH  is  imperative.  The 
future  of  our  Trauma  Center  is  at  stake;  the  future  of  San  Francisco's 
health  is  at  stake. 

I  give  my  strongest  support  to  an  on-campus  helicopter  landing  facility. 


Sincerely 


Eric  D.  Isaacs,  MD,  FACEP 


UNIVERSITY  OF  CALIFORNIA,  SAN  FRANCISCO 
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4  February,  2003 

Ronald  A.  Dteckmann,  M.D.,  M.P.H. 
Director,  Pediatric  Emergency  Medicine 

Gene  Marie  O'Connell 
Executive  Administrator 
San  Francisco  general  Hospital 
1001  Potrero  Ave— Suite  #2A5 
San  Francisco,  CA  94110 

ADMINISTRATION 

Dear  Gene,  SAN  FRANCISCO  GENERAL  HOSPITAL 

I  write  to  you  in  strong  support  of  the  helipad  proposal  for  air  medical  access  at  San 
Francisco  General  Hospital  (SFGH).  There  are  many  powerful  reasons  for  our  hospital 
and  community  to  back  this  initiative.  I  speak  primarily  from  my  position  as  Director  of 
Pediatric  Emergency  Medicine  at  SFGH  and  Attending  Physician  in  the  SFGH 
Emergency  Department.  I  also  speak  as  the  pediatric  consultant  to  the  state  Emergency 
Medical  Services  (EMS)  Authority,  and  as  a  member  of  the  California  EMS  for  Children 
(EMSC)  Technical  Advisory  Committee  to  the  California  EMS  Authority  and  EMS 
Commission.  In  all  of  these  roles,  I  have  become  acutely  aware  of  the  precarious  position 
of  the  SFGH  trauma  center  in  trying  to  comply  with  its  regulatory  responsibilities  as  a 
Level  1  Trauma  Center,  in  the  absence  of  a  helipad.  There  are  no  other  Level  1  Trauma 
Centers  in  California  without  a  helipad. 

There  have  been  many  expressions  of  general  support  for  this  service  at  SFGH,  to 
improve  our  overall  quality  of  trauma  care,  to  expand  our  trauma  catchment  area,  to 
improve  our  trauma  research  and  to  maintain  excellence  in  our  educational  programs.  I 
agree  with  all  of  these  arguments.  However,  I  would  like  to  specifically  emphasize  the 
importance  of  the  helipad  in  the  care  and  transport  of  traumatized  children.  The  current 
California  Trauma  Regulations  place  major  responsibilities  on  Level  1  Trauma  Centers  to 
provide  appropriate  care  of  children.  This  is  a  reflection  of  significantly  higher 
community  expectations  of  trauma  centers  in  care  of  children  nationally,  of  clearer 
guidelines  for  children's  trauma  care  developed  by  several  national  professional 
associations,  and  of  highly  visible  work  by  the  California  EMSC  Program  to  create 
specific  pediatric  trauma  standards  statewide. 

As  I  urged  in  my  "Comments  on  Public  Draft  of  the  City  and  County  of  San  Francisco 
Trauma  Care  System"  that  was  ultimately  approved  by  the  San  Francisco  Health 
Commission  in  August,  2001,  SFGH  requires  a  helipad  to  comply  with  our  clearlv-stated 
transfer  requirements  for  multiply  traumatized  children.  As  you  know,  SFGH  does  not 
have  a  California  Childrens  Service  approved  Pediatric  Intensive  Care  Unit.  Therefore, 
we  are  obligated  to  maintain  transfer  capability  with  an  approved  center,  such  as 
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Childrens  Hospital  Oakland,  that  does  have  the  required  level  of  intensive  care  for 
children. 

I  believe  that  in  the  event  of  a  disaster  or  multi-casualty  event  with  many  pediatric 
victims,  we  would  be  especially  unable  to  comply  with  state  regulations  in  care  of 
children.  Under  such  conditions,  we  simply  could  not  get  children  out  to  the  appropriate 
specialized  pediatric  centers.  Drastically  worsening  traffic  conditions,  possible 
interruptions  in  trans-bay  transport  and  the  expected  chaos  of  a  disaster  or  terrorism  event 
would  make  ground  ambulance  transport  impossible. 

In  summary,  I  believe  that  the  SFGH  trauma  service  requires  a  helipad  to  provide  state- 
mandated  levels  of  care  to  children.  The  absence  of  a  helipad  in  our  San  Francisco 
Trauma  System  places  all  of  our  citizens,  especially  the  youngest  and  most  vulnerable 
patients,  at  greater  risk  for  adverse  trauma  outcomes. 

I  hope  that  the  recently-contracted  assessment  and  feasibility  study  will  emphasize  this 
essential  link  in  our  trauma  services  and  recommend  immediate  development  of  air 
medical  access  capability. 


Sincerely, 


Ronald  A.  Dieckmann,  MD,  MPH 

Clinical  professor  of  Pediatrics  and  Medicine 


UCSF 
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Karl  Sporer,  M.D. 

Medical  Director,  Paramedic  Base  Hospital 
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Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital-  Office  #2A5 

1001  Potrero  Avenue 

San  Francisco,  CA94110 

Dear  Ms  O'Connell, 

As  the  Base  Hospital  Medical  Director  for  San  Francisco,  I  am  writing  this  letter  in 
support  of  the  need  for  consistently  available  air  medical  access  at  San  Francisco  General 
Hospital  (SFGH).  I  believe  that  the  existence  of  a  functional  on-campus  helipad  at  SFGH 
would  benefit  the  citizens  of  the  region  as  well  as  increase  the  stature  and  expertise  of  our 
hospital. 

The  Base  Hospital  provides  24-hour  on-line  physician  medical  control  for  all  of  the 
paramedics  in  San  Francisco  County.  The  Base  Hospital  would  be  very  interested  in 
integrating  with  the  aero  medical  services.  I  think  that  a  functioning  on-campus  helipad 
would  be  extremely  useful  in  the  event  of  a  multi  casualty  incident,  disaster,  or  terrorist 
event.  . 

I  also  believe  that  an  on-campus  helicopter  landing  facility  will  help  to  support  the 
mission  of  the  hospital  as  a  Level  1  Trauma  Center.  This  will  allow  our  hospital  to  have 
an  adequate  number  of  patients  to  maintain  our  clinical  skills  and  expertise.  Both  our 
citizens  and  our  hospital  would  benefit  from  maintaining  and  improving  its  stature  as  a 
preeminent  trauma  center. 

I  strongly  encourage  the  need  for  an  on-campus  helicopter  landing  facility  at  SFGH 
because  of  its  implications  in  improving  trauma  care  in  the  Bay  Area. 

Sincerely  yours, 


Karl  A.lSporer,  MD 
Base  Hospital  Medical  Director 
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Dear  Sir  or  Madam: 

I  am  writing  a  letter  in  support  of  the  development  of  air  medical  access  at  San  Francisco 
General  Hospital.  As  a  full-time  physician  in  the  Department  of  Emergency  Services  at 
SFGH  and  an  Assistant  Clinical  Professor  of  Medicine  at  UCSF,  I  care  for  numerous 
severely  injured  trauma  victims  on  a  daily  basis.  In  so  doing,  I  work  closely  with  our  surgical 
and  anesthesia  colleagues  in  providing  emergent  resuscitative  care  for  the  most  critical 
patients  and  definite  care  for  patients  with  lesser  injuries. 

In  my  opinion,  there  is  no  doubt  that  SFGH  needs  to  develop  aeromedical  access  in  order  to 
provide  the  regional  patient  population  with  access  to  our  trauma  center  by  helicopter. 
Currently  patients  who  are  to  be  transported  to  SFGH  by  helicopter  land  at  a  field 
approximately  10  minutes  away  and  then  or  off-loaded  onto  an  ambulance  that  then 
transports  them  to  SFGH.  This  realistically  adds  about  20-25  minutes  to  transport  time 
which  obviously  adversely  affects  our  ability  to  deliver  life-saving  care  within  the  "golden 
hour".  Some  patients  that  would  benefit  from  direct  aeromedical  access  to  our  hospitals  are 
those  rescued  from  difficult  to  reach  locations  in  our  region  such  as  beaches  and  cliffs  along 
the  nearby  coast  and  the  waters  of  the  San  Francisco  Bay  while  others  would  be  patients 
transferred  from  other  hospitals  needing  the  skills  or  services  that  our  Trauma  Center 
provides.  It  is  surprising  that  a  Level  1  Trauma  Center  such  as  SFGH  does  not  have  direct 
aeromedical  access  as  almost  all  its  Ither  counterparts  around  the  country  do.  Besides 
providing  better  care  for  the  citizens  of  San  Francisco,  it  will  also  enable  out  Trauma  Center 
to  continue  attracting  and  retaining  the  best  faculty  possible. 

I  hope  that  you  will  give  your  support  to  make  aeromedical  access  at  SFGH  a  reality  as  we 
attempt  to  provide  the  best  available  care  for  trauma  victims  in  the  San  Francisco  area. 


Sincerely, 


Stephen  Bretz,  M.D.  (  \ 

Attending  Physician,  SFGH  Emergency  Department 
Assistant  Clinical  Professor  of  Medicine,  UCSF 
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ADMINISTRATION 
SAN  FRANCISCO  GENERAL  HOSPITAL 


Dear  Ms.  O'Connell. 


I  am  writing  this  letter  in  support  of  the  need  for  air  medical  access  to  San  Francisco 
General  Hospital.  I  have  been  an  emergency  medicine  attending  at  SFGH  for  the 
past  9  years  and  work  closely  with  the  trauma  team.  We  are  the  only  level  1  trauma 
center  in  the  City  and  County  of  San  Francisco. 

A  medical  helipad  at  SFGH  would  benefit  patients  in  the  community  with  expedient 
care.  Local  traffic  can  delay  transportation  of  critically  ill  patients.  Air  medical 
access  would  benefit  San  Francisco  residents  and  visitors,  where  the  population  is 
estimated  at  1.4  to  1.6  million,  just  second  to  New  York  City  with  17,000  residents 
per  square  mile. 

As  a  Level  1  Trauma  Center,  SFGH  has  a  full  range  of  specialists  and  equipment 
available  24  hours  a  day.  It  is  the  only  referral  center  for  major  trauma  within  the 
city.  Research  in  trauma  surgery  and  injury  prevention  has  distinguished  SFGH  as 
one  of  the  nation's  leading  trauma  centers. 

Injured  San  Franciscans  have  no  medical  air  access  available  to  the  only  Level  1 
Trauma  Center.  A  recent  survey  of  the  25  largest  cities  in  the  United  States  found 
that  only  San  Francisco  failed  to  provide  such  access  to  any  of  its  hospitals. 

Without  aeromedical  access,  San  Francisco  falls  below  the  national  standard  for 
urban  care  and  public  safety,  especially  given  San  Francisco's  increased  potential  for 
natural  disasters,  multi-casualty  events,  and  bioterrorism. 

I  strongly  support  the  need  of  aeromedical  access.  If  you  have  any  further  questions, 
please  feel  free  to  contact  me  at  (415)  206-5791. 


Sincerely. 


Rachel  L.  Chin,  M.D.,  FACEP 
Attending  in  Emergency  Medicine 
Associate  Professor  of  Clinical  Medicine 


University  of  California 
San  Francisco 
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tei:  415/206-5753  San  Francisco  General  Hospital 


1001  Potrero  Avenue,  Suite  #2A5 
San  Francisco,  CA  94110 


Re:  Air  Medical  Access  to  San  Francisco  General  Hospital 
Dear  Ms.  O'Connell, 

I  write  in  support  of  development  of  Air  Medical  Access  to  San  Francisco  General 
Hospital  (SFGH).  The  logic  and  need  for  establishing  Air  Medical  Access  to  SFGH  and 
its  specialty  Trauma  Care  resources  are  strong.  As  the  only  Level  1  Trauma  Center  in 
the  Northern  Bay  Area,  this  hospital  has  the  resources  necessary  to  provide  outstanding 
Trauma  specialty  care  to  critically  injured  patients  throughout  Northern  California.  Our 
Trauma  Surgery  group  is  nationally  and  internationally  recognized  for  its  outstanding 
Trauma  Care.  In  addition,  we  have  an  outstanding  Neurosurgery  Group,  Orthopedic 
Group,  and  Interventional  Radiology  Group  who  provide  other  services  critical  to  the 
mission  of  a  regional  trauma  center. 

Addition  of  Air  Medical  Access  to  our  hospital  would  make  these  excellent  Trauma 
Center  Services  available  to  more  injured  citizens  throughout  San  Francisco  City  and 
County  as  well  as  Northern  California,  especially  critically  injured  patients  from  remote 
locations  and  rural  highways  and  freeways.  In  addition,  Air  Access  would  reduce 
transport  times  for  seriously  injured  patients  from  major  facilities  like  the  San  Francisco 
Airport.  During  major  disasters  (e.g.,  airplane  accidents,  bus  accidents,  earthquakes), 
ground  transportation  from  many  locations  including  the  airport,  and  areas  across  the 
bridges  could  be  compromised  or  non-existent,  endangering  the  lives  of  the  critically 
injured.  It  makes  excellent  medical  and  social  sense  to  regionalize  care  of  severely 
injured  patients  at  Trauma  Centers  of  excellence  such  as  ours.  Adding  Air  Medical 
Access  to  our  hospital  would  make  our  excellent  trauma  services  available  faster  and  to 
a  larger  number  of  citizens  of  San  Francisco  and  the  Northern  California  Region. 

In  these  times  of  budget  crisis,  the  short-sighted  view  would  be  to  put  major  new  projects 
on  hold.  However,  providing  funds  now  to  improve  access  to  existing  outstanding 
trauma  services  is  a  good  investment  for  both  now  and  the  future.   I  strongly  endorse 
this  initiative  to  develop  Air  Medical  Access  to  our  Trauma  Center. 


Howard  C.B.  Graves,  MD,  PhD 

Attending  Physician,  Emergency  Services,  San  Francisco  General  Hospital 
Clinical  Professor  of  Medicine,  University  of  California,  San  Francisco 
Dept.  of  Emergency  Services,  Rm  1E21,  1001  Potrero  Ave.  SF,  CA  94110 
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Gene  Marie  O'ConneU 

Executive  Administrator 

San  Francisco  (General  Hosmt^l-(  )fc  #2A5 
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1 00 1  Potrero  Avenue 
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My  name  is  Dr  Judith  Klein  and  I  am  an  attending  physician  and  clinical 
instructor  in  the  F^mergency  Department  at  San  Francisco  General  Hospital.  I  am 
writing  this  letter  in  support  of  the  need  for  air  medical  access  to  San  Francisco 
General  f  lospital. 


As  an  emergency  physician  in  an  extremely  busy  department  caring  ror  often 
critically  ill  trauma  padents,  I  have  truly  come  to  appreciate  the  importance  of  rapid 
transport  of  victims  from  the  accident  scene  to  the  ED.  Given  increasing  traffic  and 
congestion  in  the  San  Francisco  area,  I  have  seen  transport  times  stretch  to  20  to  25 
minutes  or  more.  As  the  scientific  literature  pertaining  to  trauma  confirms,  these 
minutes  spent  in  transit  can  seriouslv  delay  resuscitative  and  operauve  care  ot  endcal 
padents.  Quite  simply,  this  puts  the  lives  of  San  Francisco  cidzens  at  risk.  With  air 
medical  access  at  SFGFI,  transport  times  could  be  cut  dramatically  allowing  trauma 
victims  to  receive  definmve  care  in  a  much  more  timely  fashion.  'This  would  translate 
directly  into  lives  saved.  In  addidon,  by  minimizing  the  number  of  criticallv  til  trauma 
victims  being  transported  with  "lights  and  sirens"  through  the  busv  sneets  of  San 
Francisco,  a  helipad  at  SFGH  would  reduce  the  number  of  casualties — both 
paramedics  and  San  Francisco  cidzens — from  ambulance  related  accidents. 

For  all  of  these  reasons,  I  firmly  believe  that  an  on-campus  helicopter  landing 
facility  at  SFGH  would  be  an  extremely  valuable  addiuon  to  our  Level  I  Trauma 
Center. 


Sincerely, 


Judith  R.  Klein,  MD 
Attending  Physician 
Fmicrgency  Services,  SFGH 


San  Francisco  General  Hospital 
1001  Potrero  Avenue,  Rm.  1E21 
San  Francisco,  CA  941 10 
tel:  415/206-5758 
fax:  415/206-5818 


University  ot  California 
San  Francisco 


Emergency  Services 


February  14,  2003 


Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital  -  Ofc  #2A5 

1001  Potrero  Avenue 

San  Francisco,  CA  94110 


FEB  H  Z003 

ADMlNiStRAtlON 
SAN  FRANCISCO  GENERAL  HOSPITAL 


Dear  Gene. 


I  am  writing  to  emphasize  the  importance  of  emergency  air  medical  access  to  San  Francisco 
General  Hospital  in  the  form  of  an  on-campus  helicopter  landing  facility. 

I  am  a  full-time  attending  physician  in  emergency  services  at  San  Francisco  General 
Hospital.  Our  department  is  involved  in  the  critical  care  of  all  trauma  patients  in  the  city  and 
county  of  San  Francisco.-  From  my  experience  in  this  department  over  the  past  5  years,  and 
my  experience  at  UCLA  medical  center  for  6  years  before  this,  it  is  clear  that  aeromedical 
transport  is  an  essential  component  of  our  level  1  trauma  center.  Consider  the  following 
observations.  San  Francisco  is  the  only  major  American  city  without  emergency  medical  air- 
access  capabilities.  Our  city  is  at  increased  risk  based  on  density,  congestion,  earthquakes, 
geographical  barriers  (e.g.  bay),  and  more  recently  as  an  FBI  cited  terrorist  target.  Finally, 
air  transport  is  associated  with  improved  outcomes  in  the  vast  majority  of  comparative 
studies.  We  need  to  be  able  to  fly  out  severely  injured  pediatric  patients  and  to  act  as  a 
triage/transport  center  in  the  event  of  a  major  disaster.  The  additional  benefits  that  arise 
from  such  a  system  include  the  additional  revenue  brought  by  a  favorable  payor  mix,  the 
ability  to  recruit  and  retain  the  most  outstanding  faculty  involved  in  care  of  the  traumatically 
injured  patient,  and  the  potential  to  open  more  beds  for  all  services  &  reduce  diversion. 
Thank  you  for  your  consideration. 


Sincerely, 


Jeffrey  A.  Tabas,  M.D. 


Attending  Physician,  Emergency  Department.  San  Francisco  General  Hospital 
Assistant  Professor,  University  of  California  San  Francisco  School  of  Medicine 
Box  1377,  1001  Portero  Ave 
San  Francisco  General  Hospital 
SF,  CA  94143 
tel:  (415)  206-5759 
fax:  (415)  206-5818 
e-mail:  jtabas@itsa.ucsf.edu 


University  of  California 
San  Francisco 


Department  of  Anesthesia 
Critical  Care  Office 
School  of  Medicine 


an  Francisco  General  Hospital 
301  Potrero  Avenue,  Rm.  4F4 
an  Francisco,  CA  94110 
!:  415/206-5274 
x:  415/206-3617 


Gene  Marie  O'Connell 

Executive  Administrator 

San  Francisco  General  Hospital  -  Ofc  #2A5 


February  6,  2003 


1001  Potrero  Avenue 
San  Francisco,  CA94110 


Dear  Ms.  O'Connell: 

This  letter  is  in  support  of  an  Air  Medical  Access  to  SFGH.  As  a  Co-Director  of  the  Critical  Care 
Medicine  Group,  an  active  Attending  Anesthesiologist  in  the  Emergency  Department  and 
Operating  Room  as  well  as  a  frequent  Intensivist  in  the  ICU,  I  feel  very  qualified  to  characterize 
the  need  for  Air  Medical  Access.  I  have  dealt  with  numerous  trauma  cases,  which,  in  my  humble 
opinion,  would  have  resulted  more  favorably  if  intervention  from  the  hospital  staff  and  facility 
had  been  made  available  earlier.  It  is  safe  to  say  that  as  a  level  1  Trauma  Center  in  the  Bay  Area, 
the  acuity  of  cases  that  we  are  presented  with  demands  the  quickest  response  time  possible. 
Among  the  cases  that  I  personally  have  encountered,  notwithstanding  the  ratio  and  percentage  of 
frequency  include:  motor  vehicular  accidents,  gunshot  wounds,  assaults  through  lacerations, 
severe  burns,  cerebral  Strokes,  and  acute  infections.  The  morbidity  and  mortality  rates  in  some  of 
these  cases  would  significantly  be  reduced  if  these  patients  could  have  been  radiologically 
examined,  their  blood  /fluid/bacteriological  culture  samples  analyzed,  and  CT  scan  performed 
much  faster  than  the  speed  by  which  they  are  now  being  currently  done  from  the  accident  site  to 
the  Emergency  Department. 

Further,  the  boom-bust  cycle  witnessed  by  the  dot  com  industry  has  left  a  legacy  of  traffic  in  the 
bay  area  that  compromises  any  attempt  for  traumatic  resuscitations  and  speedy  transport  to 
SFGH.  This  alone  is  enough  justification  to  invest  in  an  Air  Medical  Access.  To  exacerbate  this 
situation,  recent  threats  and  alerts  suffered  by  San  Francisco  residents  from  recurring  minor 
earthquakes,  exposure  to  anthrax  and  biochemical  agents,  not  to  mention  the  recently  averted 
Oakland  Superbowl  related  riot  loom  over  the  city  like  an  impending  storm  cloud  ready  to  pour 
any  moment. 

Finally,  our  expertise  and  world  renowned  qualifications  cannot  and  will  not  save  any  life  if  we 
are  constantly  limited  by  time  to  intervene.  It  is  my  sincere  hope  that  the  officials  of  this  City  will 
match  the  same  amount  of  investment,  commitment,  and  dedication  that  we  as  physicians  made  in 
our  lifetime  to  protect  and  save  what  is  most  valuable  in  this  existence:  life 


Sincerely, 


(Julin  F.  Tang,  MD,  M.S/''  ) 
Co-Director.  Critical  Carelvledicine  Group 
Medical  Director,  Respiratory  Therapy 
Associate  Professor,  Anesthesia  &  Perioperative  Care 


RECEIVED 


FEB  1  0  2003 

ADMINISTRATION 
SAN  FRANCISCO  GENERAL  HOSPITAL 


University  of  California 
San  Francisco 


Department  of  Anesthesia 
and  Perioperative  Care 
School  of  Medicine 
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SAN  FRANCISCO  GENERAL  HOSPITAL 
1001  Potrero  Avenue,  Rm.  3C-38 
San  Francisco,  CA  941 10 
tel:  415/206-8145 
fax  415/206-6014 


January  10,  2003 


ADMINISTRATION 
SAN  FRANCISCO  GENERAL  HOSPITAL 


Gene  Marie  0*Connell 

Executive  Administrator 

San  Francisco  General  Hospital  -  Ofc  #2A5 

1001  Potrero  Avenue 

San  Francisco,  CA  941 10 


Dear  Ms.  O'Connell: 

I  am  responding  to  your  letter  in  order  to  support  the  need  for  emergency  medical 
helicopter  access  to  SFGH.  My  name  is  Dr.  Jean-Francois  Pittet  and  I  am  an  Associate  Professor 
in  Residence  in  the  UCSF  Departments  of  Anesthesia  and  Surgery  at  SFGH.  In  addition  to  my 
clinical  responsibilities  in  the  operating  room,  intensive  care  unit  and  emergency  department  of 
SFGH,  I  am  also  involved  in  various  research  studies  for  the  Departments  of  Anesthesia  and 
Surgery.  As  an  anesthesiologist  and  critical  care  intensivist,  I  work  directly  with  the  trauma 
patients  in  providing  anesthesia-related  urgent  care  in  both  the  operating  room  and  intensive  care 
units.  Treating  pain  and  maintaining  vital  life  functions  for  trauma  patients  is  a  key  part  of  the 
function  of  a  trauma  center  like  SFGH. 

Allowing  air  medical  access  to  SFGH  is  important  because  it  is  one  of  the  nation's 
leading  public  hospitals  and  is  now  the  only  hospital  in  a  major  metropolitan  area  without  air 
medical  access.  There  is  no  licensed  medical  helipad  anywhere  in  San  Francisco.  SFGH  provides 
significant  services  to  San  Francisco  residents  regardless  of  their  ability  to  pay.  It  is  the  city's  only 
provider  of  Level  1  Trauma  services.  Patients  involved  in  any  serious  accident  will  receive  care 
here.  Being  limited  to  ground  transportation  in  a  busy  urban  congested  neighborhood  adds  risk  to 
trauma  patients  and  emergency  medical  providers. 

There  are  dozens  of  occasions  every  year  when  San  Francisco  residents  or  visitors  require 
rescue  form  the  cliffs  or  surf  offshore  from  neighboring  islands.  SFGH  is  the  closest  Level  1 
trauma  center  to  these  regions.  Limited  air  access  to  SFGH  however,  has  resulted  in  many  paiients 
being  transferred  to  more  distant  Level  1  centers  like  Stanford  in  Palo  Alto.  Having  a  helipad 
would  directly  benefit  the  hospital  in  bringing  more  admissions  to  keep  us  qualified  as  a  Level  1 
trauma  center  since  trauma  patient  volume  has  steadily  been  declining.  San  Francis'co  is  one  of  the 
highest-density,  most  earthquake-prone  areas  in  the  world  and  we  are  more  vulnerable  to  multiple 
casualty  accidents,  natural  disaster,  mass  transit,  airport  and  terrorist  acts.  Lack  of  air  medical 
access  and  SFGH  being  the  only  trauma-ready  center  in  the  city  amplifies  these  vulnerabilities. 

Thank  you  for  your  time  and  attention  to  this  matter. 


Sincerely, 


Jean-Francois  Pittet,  MD 

Associate  Professor  in  Residence 

Dept  of  Anesthesia  and  Perioperative  Care 


UNIVERSITY  OF  CALIFORNIA,  SAN  FRANCISCO 


BERKELEY  •  DAVIS  •  IRVINE  •  LOS  ANGELES  •  RIVERSIDE  •  SAN  DIEGO  •  SAN  FRANCISCO 


SANTA  BARBARA  •  SANTA 


SHELLEY  MARDER.  M.D. 

CHIEF  OF  INTERVENTIONAL  RADIOLOGY 

SAN  FRANCISCO  GENERAL  HOSPITAL 


1001  POTRERO  AVENUE,  1X55 

SAN  FRANCISCO.  CALIFORNIA  941 10 

TELEPHONE:  415-206-8931:8024 

FACSIMILE:  415-206-4004 

INTERNET:       shelley.marder@radiology.ucsf  edu 


February  14,  2003 


RECEIVED 


Gene  Marie  O'Connell 
Executive  Administrator 
San  Francisco  General  Hospital 
1001  Potrero  Avenue,  Suite  3A5 
San  Francisco,  CA94110 


FEB  1 8  2003 

ADMIHISTRATION 
SAN  FRANCISCO  GENERAL  HOSPITAL 


Dear  Ms  O'Connell, 

I  am  writing  to  you  in  support  of  the  establishment  of  the  Air  Medical  Access  Site  (helipad)  at 
San  Francisco  General  Hospital.  There  are  many  reasons  to  back  this  Initiative,  some  of  which 
are  obvious: 

1.  As  San  Franciscans,  we  live  in  the  only  major  American  city  without  emergency 


2.  Our  city  has  been  identified  as  a  terrorist  target  on  numerous  occasions,  is  prone  to 
earthquakes,  and  with  the  increases  in  traffic  congestion,  and  population  density,  there 
are  locations  within  the  city  from  which  one  could  not  be  transported  to  the  hospital  in 
less  than  40  minutes. 

3.  We  need  to  expand  our  SFGH  level  1  services  to  'at  risk'  patients  in  surrounding  areas 
both  as'.a  means  of  improving  their  outcomes  following  major  trauma  and  as  a  way  of 
maintaining  volumes  necessary  to  support  our  own  highly  trained  staff.  Continued 
contraction  of  our  availability  means  that  we  cannot  preserve  the  necessary  subspecialists 
required  to  provide  the  great  diversity  of  interacting  services  necessary  for  excellence  in 
trauma  care. 

4.  Ultimately,  helicopter  transport,  bringing  in  patients  from  outlying  areas  is  a  "win- 
win"  situation  as  we  extend  our  reach,  and  improve  our  payer  mix  making  it  possible  to 
continue  to  provide  for  the  indigent  of  San  Francisco  a$  the  other  significant  mission  of 
SFGH. 

However,  I  also  have  a  more  personal  reason  to  know  the  value  of  air  transport  to  a  Level  1 
trauma  center.  My  husband  was  badly  injured  in  a  bicycle  accident  in  rural  Vermont  and  air- 
lifted to  Dartmouth-Hitchcock  Medical  Center  in  New  Hampshire.  Based  on  the  severity  of  his 
head  injury,  respiratory  failure  in  the  field,  and  multiple  fractures,  I  am  certain  that  had  he  been 
driven  to  a  local  hospital,  he  would  either  have  died  in  transit  or  survived  so  disabled  as  to  never 
return  to  a  functional  life.  He  required  many  of  the  services  we  at  SFGH  also  provide:  trauma 
surgery,  neurosurgery,  neurology,  orthopedics,  radiology,  ICU  specialists,  respiratory  therapy, 
anesthesia,  plastic  surgical  reconstruction,  maxillofacial  surgery,  ophthalmology, 
gastroenterology,  infectious  disease  consultation,  physical  therapy,  occupational  therapy  and 


the  many  services  and  the  on-site  availability  contributed  to  his  initial  survival  and  ultimate 
recovery.  After  many  months  of  rehabilitation  he  is  a  working,  UC  faculty  member,  functioning 
parent  and  husband  today.  I  was  told  by  residents  of  Vermont  and  New  Hampshire  how  the 
original  proposal  for  helicopter  transport  was  a  hard  won  political  battle.  Yet,  over  the  years  the 
value  of  this  operation  is  so  widely  appreciated  that  the  bigger  worry  in  the. area  is  the  possibility 
of  an  injury  on  a  day  when  inclement  weather  prevents  flying. 

Finally,  as  the  Chief  of  Interventional  Radiology  and  a  member  of  the  trauma  team  performing 
angiography  and  embolization  on  actively  bleeding  injured  patients,  I  know  that  I  am  providing  a 
service  that  cannot  be  duplicated  in  every  community  hospital.  My  field  is  highly  technology 
driven,  requiring  support  of  multiple  trained  staff,  advanced  radiographic  equipment  and  an 
inventory  of  supplies  that  necessitates  centralization  in  a  trauma  center.  The  only  way  to  continue 
to  provide  these  services  to  the  people  of  our  city  and  the  surrounding  area  and  to  attract  and 
maintain  our  staff  while  achieving  a  more  solid  financial  basis  is  to  develop  the  Air  Medical 
Access  Program  at  SFGH. 

I  hope  that  the  public  can  come  to  understand  that  trauma  can  happen  to  anyone,  but  that  trauma 
care  cannot  be  provided  by  any  facility  to  which  a  loved  one  might  be  taken.  Increasing  access  to 
SFGH  by  air  transport  is  vital  to  saving  lives  and  to  preserving  our  hospital  as  a  major  Level  1 
trauma  center.  I  am  available  to  participate  in  any  way  to  help  make  this  proposals  reality. 

Sincerely  yours, 


Shelley  R.  Marder,  M.D. 
Chief,  Interventional  Radiology 
San  Francisco  General  Hospital 


University  of  California 
San  Francisco 


RECEIVED 


JAN  0  6  2003 


December  30,  2002 


ADMINISTRATION 
SAN  FRANCISCO  GENERAL  H0SFITA 


Gene  Marie  O'Connell 
Executive  Administrator 
San  Francisco  General  Hospital  -  Ofc  #2A5 
1001  Potrero  Ave 
San  Francisco,  CA  941 10 

Dear  Ms  O'Connell: 

I  am  writing  this  letter  in  support  of  the  urgent  need  for  air  medical  access  to 
San  Francisco  General  Hospital.  I  am  a  Neuroradiologist,  board-certified  in 
the  USA  and  Australia  and  an  Assistant  Professor  of  Radiology  at  the 
University  of  California,  San  Francisco.  I  work  at  the  County  Hospital  on  a 
part-time  basis,  on  Thursdays  and  Fridays,  as  the  radiology  attending  for 
Neuroradiology.  I  have  previously  worked  at  trauma  center  hospitals  in  Salt 
Lake  City  and  in  Adelaide,  South  Australia  -  both  of  which  were  served  by 
emergency  helicopter  access. 

A  large  proportion  of  the  neuroimaging  studies  performed  at  SFGH  are  for 
the  evaluation  of  acute  trauma;  from  serious  physical  altercations  to  motor 
vehicle  accidents  to  gunshot  wounds.  While  the  numbers  of  trauma 
incidents  may  form  impressive  statistics,  the  severity  of  these  injuries  is 
most  disturbing  in  my  daily  practice.  Air  Medical  Access  has  clearly  been 
established  as  the  faster  route  to  hospital  for  critically  injured  patients  (1), 
and  is  associated  with  greater  survival  for  trauma  victims  (2).  In  San 
Francisco  with  its  high-density  population  and  significant  traffic  problems  it  is 
essential  that  we  obtain  air  medical  access  for  this  city's  only  Level  I  Trauma 
Center. 

Sincerely  Yours 


Christine  M.  Glastonbury,  MBBS,  FRANZCR 
Assistant  Professor  of  Radiology 
University  of  California,  San  Francisco 

1.  Shatney  CH,  Homan  SJ,  Sherck  JP,  Ho  CC.  The  utility  of  helicopter 
transport  of  trauma  patients  from  the  injury  scene  in  an  urban  trauma 
system.  J  Trauma  2002;53:817-822 

2.  Buntman  AJ,  Yeomans  KA.The  effect  of  air  medical  transport  on  survival 
after  trauma  in  Johannesburg,  South  Africa.  S  Afr  Med  J  2002;  92:  807-81 1 


University  of  California 
San  Francisco 


San  Francisco  General  Hospital 
1001  Potrero  Avenue.  3A36 
San  Francisco,  California  941 10 
tel:  (415)  206-8812 
fax:  (415)  647-3733 


School  of  Medicine 

Division  of  Orthopaedic  Surgery 


February  10,  2003 


FEB  1  3  2003 

ADMINISTRATION 
SAN  FRANCISCO  GENERAL  HOSPITAL 


Ms.  Gene  Marie  O'Connell 
Executive  Administrator 
San  Francisco  General  Hospital 
1001  Potrero  Avenue,  Suite  #2A5 
San  Francisco,  CA  941 10 

Re:  Emergency  Air  Medical  Access  to  San  Francisco  General  Hospital 
Dear  Gene: 

It  is  important  that  I  take  this  opportunity  to  present  my  feelings  regarding  an  on-campus  helicopter  landing 
facility  at  San  Francisco  General  Hospital.  As  you  are  aware,  I  have  been  an  attending  orthopedic  surgeon 
at  San  Francisco  General  Hospital  initially  part-time,  but  now  full-time  over  10  years.  As  a  member  of  the 
Orthopedic  Surgery  staff,  we  are  intermittently  related  to  the  trauma  program  both  in  delivery  of  the 
services  and  educational  support. 

The  timing  of  this  request  for  a  helicopter  landing  facility  could  not  come  at  a  more  crucial  period,  not  just 
locally,  regionally  and  nationally.  I  have  been  proud  to  be  an  important  member  of  the  hospital  staff 
realizing  the  important  mission  at  San  Francisco  General  Hospital  accomplished  for  the  City  and  County 
and  Bay  Area  region.  Given  the  current  fears  of  possible  mass  injuries  along  with  the  ever-present  worries 
of  natural  disasters  makes  the  importance  of  well-integrated  trauma  system  more  important  than  ever.  The 
need  for  a  helicopter  pad  transcends  many  of  the  issues,  which  are  at  presently  confronting  not  just  the 
Department  of  Orthopedics,  but  Trauma  Service  and  the  trauma  system  in  the  Bay  Area. 

Specifically,  I  would  like  to  repeat  the  critical  nature  of  the  staffing  at  San  Francisco  General  Hospital, 
Department  of  Orthopedics  over  the  last  year.  As  you  are  well  aware  and  have  been  very  helpful  in  helping 
us  resolve  this  issue,  I  have  become  the  only  full-time  orthopedic  surgeon  here  over  the  last  year.  There  are 
multiple  reasons  for  this  acute  depletion  of  the  staff,  but  certainly  issues  around  funding  as  well  as  an 
important  level  of  trauma  patients  are  central  to  recruiting  and  maintaining  the  best  quality  orthopedist  and 
traumatologist  that  we  possibly  can  find.  There  is  no  doubt  in  my  mind  that  the  addition  of  the  helicopter 
pad  will  help  us  in  the  recruitment  of  the  top-notch  professionals.  It  also  becomes  a  potential  breaking 
point  if  we  cannot  maintain  the  level  of  trauma  patients  with  their  favorable  payer  mix  in  order  for  us  to  be 
able  to  provide  adequate  competitive  salaries  in  this  difficult  competitive  market. 

I  am  certainly  proud  to  continue  my  commitment  to  the  institution  and  its  wonderful  mission.  I  am  afraid 
that  without  signs  of  progress  in  the  near  future  that  we  risk  losing  the  quality  and  reputation  of  our  fine 
institution. 


Thank  you  for  allowing  me  to  express  my  opinions  over  this  issue. 
Sincerely, 


R.  Richard  Cqughlin,  M. 
Associate  Clinical  Professor,  Division  of  Orthopaedic  Surgery 
San  Francisco  Genejal  Hospital 


UNIVERSITY  OF  CALIFORNIA,  SAN  FRANCISCO 


BIRKELrV  •  DAVIS  •  IRYJNI  •  IOS  AHGILES  •  RIVIRSIDI  •  SAN  MEGO  •  SAN  FRANCISCO 


CEILED 


SANTA  BARBARA  •  SANTA  CRU2 


JAr;  0  6  2a'j 


MICHAEL  B.  GOTWAY,  MD  ADMINISTRATION 
Assistant  Professor  -  In  -  Residence,  Diagnostic  Radiolo$N  FRA^ICISC0  GENERAL  HOSPITAL 
and  Pulmonary/Critical  Care  Medicine 
Director,  Radiology  Residency  Training  Program,  University  of  California,  San  Francisco 
Director,  Body  Imaging  Practicum  Program,  San  Francisco  General  Hospital 


DIRECTOR,  THORACIC  IMAGING 

SAN  FRANCISCO  GENERAL  HOSPITAL 

ROOM1X55A  BOX  1325 

DEPARTMENT  OF  RADIOLOGY 

UNIVERSITY  OF  CALIFORNIA  SAN  FRANCISCO 

SAN  FRANCISCO,  CALIFORNIA  941 10 


OFFICE:  (415)  206-6607 

READING  ROOM:  MON,  TH,  FR1  (415)  206-8030 
READING  ROOM:TUE:  (415)353-1374 
PAGER:  (415)719-0912 
TELEFAX:  (415)  206-4004 
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re:  aeromedical  access  needs  for  San  Francisco  General  Hospital 

Dear  Ms.  O'Connell: 

My  name  is  Michael  B.  Gotway,  MD.  I  am  an  Assistant  Professor  of  Diagnostic 
Radiology  and  Pulmonary  /  Critical  Care  Medicine,  the  Director  of  the  Radiology 
Residency  Training  Program  at  the  University  of  California,  San  Francisco,  the  Director 
of  the  Body  Imaging  Practicum  Program  at  San  Francisco  General  Hospital,  and  the 
Director  of  Thoracic  Imaging  in  the  Department  of  Radiology  at  San  Francisco  General 
Hospital.  I  am  writing  you  regarding  the  recent  institution  of  the  need  and  feasibility 
study  for  air  medical  access  for  San  Francisco  General  Hospital  being  conducted  by  the 
San  Francisco  Health  Commission. 

The  Department  of  Radiology  is  an  integral  component  of  the  Trauma  Service  at 
San  Francisco  General  Hospital.  Radiology  plays  a  vital  role  in  the  rapid  evaluation  of 
trauma  victims,  and  therefore  plays  an  essential  role  in  providing  high  quality  care  to  the 
citizens  of  the  City  and  County  of  San  Francisco.  The  Department  of  Radiology*  works 
very  closely  with  the  clinical  trauma  service  to  achieve  the  goal  of  rapid  assessment  and 
disposition  of  trauma  victims.  Radiology  provides  24-hour  plain  radiography,  computed 
tomography,  magnetic  resonance,  and  interventional  radiology  services  for  the  citizens  of 
the  City  and  County  of  San  Francisco,  but  in  particular,  for  victims  of  blunt  or 
penetrating  trauma.  These  emergent  services  are  vital  for  the  evaluation  of  the  trauma 
patient,  and  these  imaging  modalities  and  interventions  have  been  proven  to  be  cost 
effective,  life-saving  measures.  However,  the  Department  of  Radiology  can  only  provide 
these  services  once  the  patient  reaches  the  hospital.  This  is  why  air  medical  access  for 
San  Francisco  General  Hospital  is  so  important. 

San  Francisco  General  Hospital  is  the  only  Level  I  Trauma  Center  serving  the 
City  and  County  of  San  Francisco.  Given  the  traffic  difficulties  in  the  Bay  Area,  air 


medical  access  to  SFGH  is  critical  to  rapidly  transport  trauma  victims  to  the  specialized 
services  provided  by  SFGH.  It  has  been  shown  over  and  over  again  that  rapid  access  to 
such  services  is  the  key  to  patient  survival.  Therefore,  air  access  to  SFGH  has  the 
potential  to  save  lives  and  ultimately  save  money  by  decreasing  the  loss  of  productivity 
that  inevitably  results  from  untimely  care. 

Finally,  SFGH  has  a  worldwide  reputation  for  high  quality  care  of  trauma 
patients.  For  SFGH  to  maintain  this  standard  of  excellence7~particularly  in  the  face  of 
dirmnishing  trauma  admissions,  it  is  critical  that  SFGH  be  provided  the  tools  necessary  to 
maintain  the  minimum  volume  for  a  Level  I  trauma  center  as  set  forth  by  the  State  of 
California.  Air  medical  access  is  the  major  means  by  which  this  can  be  accomplished, 
and  has  the  added  benefit  of  diverting  patients  from  community  hospitals  (which  do  not 
have  the  expertise  to  handle  severely  injured  patients)  to  the  institution  where  the  care  of 
major  trauma  victims  is  the  primary  focus  and  has  been  developed  to  its  fullest  capacity. 

Thank  you  for  your  attention  to  this  matter.  Please  do  not  hesitate  to  contact  me 
with  any  questions  regarding  this  letter. 

Best  Regards, 


otway,  MD 
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DEPARTMENT  OF  RADIOLOGY 
SAN  FRANCISCO  GENERAL  HOSPITAL 

(Geoffrey  S.  Hastings,  MD 
Associate  Clinical  Professor  of  Radiology 
San  Francisco  General  Hospital 
Department  of  Radiology  1X55 
1001  Potrero  Avenue 
San  Francisco,  CA  941 10 

Gene  Marie  O'Connell 
Executive  Adminstrator 
San  Francisco  General  Hospital 
1001  Potrero  Avenue  -  Suite  #2A5 
San  Francisco,  CA  94110 

Dear  Ms.  O'Connell: 

I  am  writing  this  letter  in  support  of  the  need  for  medical  air  access  to  SFGH. 

I  am  an  Interventional  Radiologist  with  7  years  Level  1  trauma  experience.  The  first  5 
years  of  this  was  at  Shock  Trauma  in  Baltimore,  a  pioneering  institution  with  regard  to 
medical  air  access.  Based  on  this  experience,  I  believe  that  medical  air  access  would  be 
extremely  beneficial  to  the  quality  of  trauma  care  we  deliver  at  SFGH  and  would  help 
assure  the  continued  viability  of  SFGH. 

Not  only  is  San  Francisco  the  only  major  American  city  without  emergency  medical  air- 
access  capabilities,  but  it  also  has  an  increased  need  compared  with  other  cities  because 
of  population  density,  traffic  congestion,  earthquakes,  and  the  geographical  barrier 
imposed  by  the  bay.  Furthermore,  San  Francisco  has  recently  been  cited  by  the  FBI  as  a 
potential  terrorist  target. 

The  proposed  heli-pad  project  would  not  only  improve  care  for  trauma  victims  within 
San  Francisco,  but  would  help  provide  Level  1  services  to  such  patients  in  surrounding 
counties.  Air  transport  has  been  associated  with  improved  outcomes  in  the  vast  majority 
of  comparative  studies;  this  was  certainly  the  case  with  Shock  Trauma  in  Baltimore. 

Medical  air  access  would  also  allow  us  to  quickly  and  effectively  dispatch  severely 
injured  pediatric  trauma  victims  to  hospitals  that  have  this  specialized  expertise.  It  would 
also  enable  us  to  act  more  effectively  as  a  triage  and  transport  center  in  the  event  of  a 
major  disaster. 

Medical  air  access  would  also  help  assure  the  continued  viability  of  SFGH  in  two 
important  ways.  First,  this  type  of  modernization  step  would  help  keep  the  hospital 
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current  which,  in  turn,  would  help  us  recruit  and  retain  the  highest  quality  faculty. 
Second,  it  would  result  in  a  more  favorable  payor  mix,  thereby  bringing  additional 
revenue  into  the  system.  This  was  certainly  the  case  at  Shock  Trauma,  and  I  have  heard 
from  colleagues  at  Level  1  trauma  centers  that  it  is  almost  universally  true. 

In  summary,  medical  air  access  is  a  critical  step  that  would  have  far-reaching  positive 
effects  on  the  quality  of  care  of  trauma  victims  in  San  Francisco  and  surrounding  counties 
while  simultaneously  helping  to  assure  the  future  viability  of  San  Francisco  General 
Hospital. 


Sincerely, 
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Trauma  Centers  and  their  Relationship  to  Air  Medical  Access 
What  is  Trauma? 

The  word  trauma  comes  from  the  Greek  language  meaning  "bodily  injury."  Trauma  is  an 
accidental  or  intentional  physical  injury  caused  by  events  such  as  motor  vehicle  crashes,  falls, 
explosions,  shootings,  or  stabbings. 

Is  Trauma  a  Significant  Problem? 

Nearly  one  out  of  five  people  will  have  a  traumatic  injury  requiring  hospitalization  during  their 
lifetimes.  So,  it  is  likely  that  you  or  someone  close  to  you  will  have  a  traumatic  injury.  In  fact, 
trauma  is  the  leading  cause  of  death  for  people  up  to  age  40.  Injuries  are  responsible  for  more 
years  of  productive  life  lost  than  cancer  and  heart  disease  combined. 

What  Kind  of  Facilities  are  Required  to  Treat  Serious  Trauma  Injuries? 

Serious  traumatic  injury  occurs  suddenly  and  requires  immediate,  expert  medical  care  in  order  to 
prevent  death  or  disability.  Most  hospitals  do  not  have  the  capability  to  adequately  care  for 
adults  and  children  with  major  complex  injuries.  A  medical  facility  that  cares  for  trauma  patients 
must  be  staffed  with  highly  skilled  individuals,  in  a  variety  of  specialty  areas,  who  can  provide 
immediate,  definitive  surgical  treatment,  24  hours  a  day,  every  day  of  the  year.  These  centers, 
called  Trauma  Centers,  are  specifically  reviewed  and  designated,  often  by  the  American 
College  of  Surgeons.  They  have  the  necessary  medical  specialists,  specialized  equipment, 
around  the  clock  staffing,  and  quality  monitoring  systems  that  are  essential  for  providing  good 
trauma  care.  This  type  of  care  results  in  markedly  reduced  death  rates. 

What  is  a  Trauma  Care  System? 

It  is  a  coordinated  system  of  trauma  care  within  a  geographic  region,  that  allows  for  the 
participation  of  community  hospitals  and  trauma  centers,  in  an  organized  and  effective 
approach  to  treating  patients  with  acute  traumatic  injuries.  Without  air  medical  access,  SFGH 
cannot  fully  serve  all  patients  requiring  trauma  services  in  the  Bay  Area's  Trauma  Care  System. 
Sometimes,  even  if  it  is  the  closest  trauma  center,  it  is  not  accessible  to  patients  transported  by  air 
and  needing  immediate  treatment. 

The  San  Francisco  General  Hospital  Trauma  Center: 

■  Has  a  trauma  team  that  responds  to  the  Emergency  Department  over  3,000  times/year. 

■  Admitted  over  1 , 1 00  patients  with  severe  traumatic  injury  to  the  hospital  in  calendar  year 
2001. 

■  Admits  patients  with  injuries  of  various  causes,  among  which  the  most  common  are:  falls, 
motor  vehicle  crashes,  and  pedestrians  struck  by  vehicles. 

■  Was  one  of  the  first  facilities  of  its  kind  in  the  U.S.,  designed  to  care  for  severely  injured 
patients.  Dedicated  in  1972  by  Dr.  William  F.  Blaisdell  and  the  surgical  staff,  it  now  serves 
a  population  of  1 .1  million  people  in  San  Francisco  and  northern  San  Mateo  County. 

■  Is  the  only  Trauma  Center  that  serves  San  Francisco.  Of  the  25  most  populated  cities  in 
the  U.S.,  San  Francisco  is  the  only  major  metropolitan  city  without  air  medical  access 
directly  on-site  at  a  hospital. 

What  Are  the  Differences  Between  the  Services  of  a  Trauma  Center  and  Those  of  an 
Emergency  Room? 

The  two  services  are  often  confused;  many  people  assume  that  they  are  equivalent.  The 
following  chart  outlines  the  distinct  characteristics  of  the  two  services: 
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Trauma  Center 


Emergency  Room 


Provides  focused  care  that  includes: 

•  General  surgery:  injuries  to  neck,  chest, 
abdomen,  vascular  structures 

•  Neurosurgery:  injuries  to  head,  spinal  cord  or 
peripheral  nerves 

•  Orthopedics:  injuries  to  bone  &  associated 
connective  tissue 

Provides  a  broad  ranae  of  care  that  includes 

•  A  general  practice  treating  urgent, 
emergent  and  subacute  medical/surgical 
&  mental  health  emergency  conditions 

•  Includes  a  range  of  medical  problems 
treated  by  specialties  such  as:  Medicine, 
Emergency  Medicine,  Pediatrics, 
Obstetrics  &  Gynecology,  and  some 
surgical  subspecialties 

Has  multiple  specialties  characterized  bv: 

•  Rapid  or  immediate  response  to  major 
injury  patients 

•  Serving  as  an  admitting  service  with 
long-term  follow-up 

•  Performs  major  operative  procedures  & 
post-admission  critical  care 

•  Hospital-based  and  outpatient  practice 

Emergency  health  care  is: 

•  Rapid  or  immediate  response  to  variety 
of  medical  &  surgical  problems 

•  Serving  as  a  principal  referral  service 
with  short  duration  follow-up 

•  Does  not  undertake  major  operative 
procedures  or  ICU  care 

•  On-site,  hospital-based  practice 

Trauma  care  follows  this  usual  progression: 

•  Prehospital  care  by  paramedics 

•  Resuscitation  (typically  in  the  ER) 

•  Operative  care 

•  Critical  care  (ICU) 

•  Acute  recovery 

•  Discharge  planning  &  rehabilitation 

•  Long  term  follow-up/  functional  recovery 

Emergency  care  follows  this  usual  progression: 

•  Patients  are  examined  &  treated,  based 
on  the  severity  of  their  illness/  injury 

•  A  decision  is  made  to  either  admit  a 
patient  to  the  hospital  or  discharge 
him/her  home 

•  Severely  injured  patients  are  usually 
transferred  to  a  Trauma  Service 

Typical  Trauma  Patient  Problems: 

•  Multiple  Fractures 

•  Brain  Injury 

•  Paralysis 

•  Punctured  Lung 

•  Stab  Wound 

•  Handgun/Rifle  Wound 

•  Injuries  resulting  from  car  rollover  or  ejection 

Typical  ER  Patient  Problems: 

•  Heart  attacks,  chest  pain 

•  Asthma,  respiratory  infections 

•  Cuts,  sprains,  fractures 

•  Major  allergic  reactions 

•  Gastrointestinal  bleeding,  abdominal  pain 

•  Initial  trauma  stabilization 

•  Many,  many,  many  others ... 
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reauentlv  Asked  Questions  Regarding  the  SFGH  Helipad  Feasibility  Study 


Why  is  a  Helipad  Feasibility  Study  under  way? 

When  the  San  Francisco  Health  Commission  approved  the  Trauma  Care  System 
Plan  for  the  City  and  County  of  San  Francisco  in  August  2001 ,  Commissioners 
requested  a  need  assessment  and  feasibility  study  for  air  medical  access  to  the 
Trauma  Center  at  SFGH.  This  study  is  now  underway. 

What  is  air  medical  access? 

It  is  access  to  medical  centers  by  air  transport,  usually  in  a  medical  helicopter. 
Medical  helicopters  can  be  considered  "Flying  Ambulances."  They  are  equipped 
with  medical  supplies,  nurses/  paramedics  (sometimes  physicians)  and  are  used 
to  transport  critically  ill  adults  and  children.  These  helicopters  can  respond 
directly  to  places  where  people  are  seriously  injured  (i.e.,  car  crashes,  recreation 
sites,  etc.,)  and  can  quickly  transport  patients  to  appropriate  medical  facilities 
when  lifesaving  medical  care  is  necessary. 

What  types  of  injured  patients  are  transported  by  air  ambulances? 

Medical  helicopters  are  used  to  transport  patients  with  traumatic  injuries, 
including  major  falls,  motor  vehicle  crashes,  serious  burns  and  other  critical 
accidents.  Air  ambulances  are  used  when  air  access  is  possible  and  the  travel 
time  to  the  nearest  trauma  center  is  significantly  reduced  over  that  of  ground 
travel.  Air  medical  access  requires  a  safe  landing  place  in  direct  proximity  to  a 
hospital. 

What  is  the  current  status  of  air  medical  access  in  San  Francisco? 

San  Francisco  does  not  currently  have  air  medical  access,  directly  on-site,  at  any 
of  its  hospitals.  For  the  first  time  in  San  Francisco  history,  as  of  September  2002,  air 
ambulances  can  land  at  an  approved  public  safety  helipad  at  the  Hunter's  Point 
Naval  Shipyard  in  San  Francisco. 

BUT  THIS  HELIPAD  CANNOT  BE  USED  TO  TRANSPORT  SEVERELY  INJURED  PATIENTS 
because  the  intervening  ground  transport  adds  too  much  risk.  Severely  injured 
patients  must  be  treated  in  a  Trauma  Center  within  an  hour  of  injury  to  have  the 
best  chance  of  survival.  A  secondary  transfer  to  a  ground  ambulance  (after  air 
transport)  takes  too  much  time  and  can,  for  example,  cause  lifesaving  devices  for 
breathing  to  become  dislodged  accidentally.  Every  year,  roughly  25  patients  are 
flown  over  or  away  from  SFGH,  despite  it  being  the  closest  Trauma  Center, 
because  a  trauma  center  with  a  helipad  directly  on-site  is  required. 

Non-trauma  patients  are  flown  to  the  Hunter's  Point  helipad  and  taken  by  ground 
to  other  non-trauma  centers  in  San  Francisco.  But  the  TRAUMA  CENTER  CANNOT 
TAKE  INJURED  PATIENTS  FROM  THE  HUNTER'S  POINT  HELIPAD  because  the  patient's 
chances  for  survival  would  be  compromised.  Among  the  25  most  populated 
cities  in  the  United  States,  San  Francisco  is  the  only  one  that  does  not  provide  air 
access  to  one  of  its  hospitals  or  to  a  trauma  center. 
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What  is  wrong  with  ground  transportation? 

Time  is  the  enemy.  The  longer  a  trauma  patient  goes  without  care,  the  greater 
the  chance  for  death  or  disability.  San  Francisco  is  bordered  on  three  sides  by 
water.  Access  and  egress  to  the  north  and  east  of  San  Francisco  by  ground  is 
limited  to  bridge  routes  that  are  chronically  congested.  Southern  ground 
transportation  routes  are  more  varied,  yet  these  are  also  increasingly  congested. 
There  are  many  occasions  every  year  when  San  Francisco  citizens  and  visitors 
require  rescue  from  the  cliffs,  shores  or  surf,  or  from  islands  in  the  Bay,  where  air 
transport  would  be  appropriate. 

The  SFGH  Trauma  Center  could  be  overwhelmed  in  a  major  industrial  accident, 
terrorist  incident,  or  mass  casualty  occurrence,  such  as  a  school  shooting.  Or  the 
SFGH  Trauma  Center  could  be  incapacitated  in  an  earthquake  or  isolated  power 
plant  failure,  leaving  San  Francisco  without  any  trauma  care  for  its  residents. 
More  commonly,  air  medical  access  could  be  required  to  transport  critically 
injured  pediatric  patients  across  the  Bay  to  the  Pediatric  Trauma  Center  in 
Oakland.  Ground  transport  from  SFGH  to  Oakland  Children's  is  25  to  50  minutes 
(depending  on  traffic  conditions),  whereas  helicopter  transport  is  only  5  minutes. 

What  are  the  recommendations  from  outside  regulatory  and  accrediting  bodies? 

The  California  State  Emergency  Medical  Services  Authority,  in  reviewing  San 
Francisco's  Emergency  Medical  Services  (EMS)  Plan  and  the  Trauma  Care  System 
Plan,  determined  that  the  City  needs  to  address  the  lack  of  air  medical  access. 

The  American  College  of  Surgeons — the  national  verifying  body  for  trauma 
centers — visited  the  SFGH  Trauma  Center  last  year  and  stated, "  The  lack  of  a 
helipad  and  helicopter  service  is  a  major  deficiency  in  providing  optimal  trauma 
care  for  SFGH  and  San  Francisco.  It  is  difficult  to  understand  why  a  city  the  size  of 
San  Francisco  does  not  have  any  medical  air  transport." 


How  will  the  possible  sites  for  a  helipad  be  determined? 


The  Feasibility  Study  will  look  at  all  options  available  at  the  SFGH  campus,  to 
include  a  variety  of  rooftop  and  ground  level  options.  Other  issues  that  will  be 
addressed  are:  -  noise 

-  safety 

-  building  structural  integrity 

-  elevator  access  to  ER,  Operating  Room  or  ICU 

-  potential  flight  paths 

What  is  the  helipad  going  to  cost? 

The  costs  of  a  possible  helipad  have  yet  to  be  determined,  but  will  be  available 
once  more  work  has  been  done  on  the  feasibility  portion  of  the  study. 

Will  SFGH  need  to  buy  a  medical  helicopter? 

SFGH  will  not  be  required  to  purchase  a  medical  helicopter.  Currently,  there  are 
three  air  ambulance  providers  serving  the  Bay  Area: 

-CALSTAR  ~  REACH  ~  UFEFUGHT 
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Who  would  pay  for  the  helipad? 

The  City  and  County  of  San  Francisco  may  be  asked  to  allocate  some  funding  to 
the  project,  but  it  is  anticipated  that  outside  funding  will  be  sought  for  most  of  the 
costs.  This  additional  funding  may  also  include  philanthropic  gifts. 

What  is  the  process  of  approving  a  helipad  for  the  hospital? 

The  Health  Commission,  which  requested  the  feasibility  study,  is  the  initial 
governing  body  that  would  approve  the  request  for  a  helipad.  This  would  be 
followed  by  approvals  from  the  San  Francisco  Planning  Commission,  as  well  as  the 
State  and  the  Federal  Aviation  Administration.  Local  decisions  will  be  made  only 
after  environmental  review  and  further  public  process. 

When  will  the  study  be  finished? 

The  consultants  hired  by  the  City  and  County  of  San  Francisco,  Gerson/Overstreet 
Architects,  have  been  conducting  the  study  since  September  2002  and  will 
present  the  findings  to  the  Health  Commission  on  March  4,  2003. 

What  is  the  community  role  in  the  study? 

Meetings  to  explain  the  goals  of  the  study  and  findings  as  they  are  available  are 
being  held  in  the  Mission,  Potrero  Hill,  East  Mission,  and  Bayview  neighborhoods. 
Citywide  medical  and  public  interest  groups  are  being  approached  as  well. 

Why  doesn't  SFGH  wait  until  they  rebuild  the  new  hospital? 

The  service  is  needed  now  by  injured  adults  and  children  who  could  benefit  from 
the  specialized  trauma  care  available  at  SFGH.  The  building  of  a  new  hospital  is 
at  least  a  decade  away.  This  is  too  long  to  wait  when  lives  are  at  stake. 

How  much  noise  can  we  expect? 

An  analysis  of  the  noise  levels  from  the  medical  helicopters  is  being  conducted. 
This  analysis  will  provide  the  community  with  reasonable  expectations  regarding 
the  noise  levels  they  are  likely  to  experience. 

How  often  will  the  medical  helipad  be  used? 

SFGH  is  currently  working  with  Bay  Area  air  ambulance  providers  to  determine  the 
number  of  times  per  week  that  an  air  ambulance  may  be  used,  the  type  of  cases 
that  would  require  air  transport,  and  the  likely  geographic  service  area.  As  the 
service  begins,  it  is  estimated  that  SFGH  could  receive  3-7  adults  and  children  per 
week  by  air  ambulance.  This  number  is  expected  to  eventually  average  one  to 
two  flights  per  day. 


SFGH  Trauma  Program 


Revised:  2  10  03 



c 

c 
£ 

(A 

eft 


S 


TO 
Q) 

X 

TO  0 

a;  is 
I  co 


C 

°l 

0  $ 

CN  ^ 
W  O 

01  £ 

< 
C 


CO 


CD  CO 

"2  >- 

CO  CD 

CD  13 
3  = 

a-  > 

CD  > 
>-  "D 

ro  2 
CO 

O  co 
H-<  ^ 
"5  52. 

CD  ~ 

« 5 

w  .52 
co  — 

-  O) 
CM  C 

s  1 

E  £ 
CD  ~ 

s-  ® 

CD 

05  CO 


CD 


_  CD 
CO  X3 

i  § 

c  S8 
ro  5 

a)  w 
■°  o 

>>  CD 

"o  ±i 

co  S 

>,< 

=  0 


9  fD  co 

w  o 

co  52  o 

<D  0  CM 

co  O 


0 


w  ^\  r-' 
O    O  »— 

o  w  co 


75^ 
o 

T3  C 


CD   O  O 

52  52 
E 
E 
_  o 
I—  O  O 


5  I 


CD 

CO 

C 
o 


cd 


co 
C 

_o 

"cd 
O 
<g 

o 


cd  -B 

-*-»  Cd 

CO  O 

.s  ^ 

o  '-3 

+j  o 

CO  Eh 

cd  m 

X  o 

03  X 

o  2 

fa  c 

Oh  o 

Oh  CO 


<4-l 

o 

CD 


cd 

CD 
Vh 

C 
O 


T3 
cd 

•  &1 
13 

h— >  cd 

Cj  cd 
cd  -*-» 

ty  CO 
U  C3 
DO  -~ 

c 

cd 

VH 

CD 


Cu  w  X 


CD 


T3 

CD 
CO 

cd 


o 

V- 
Oh 

CD 


C  X 


00  CO 

£  3 
x  £ 


2 


b 

cd 

CO 
CO 
CD 
CD 
CD 

c 

CD 
X 

cd 


CO 
CO 
W 

u 
u 
< 

u 

Q 

w 

u. 
O 

CO 

H 

b 
w 
Z 
w 


CD 


H 
O 

u 

a 

z 
<c 

H 

z 

S 
p. 
o 
-J 

> 
u 

Q 

u 

H 
CO 


CD 


CD 

C 

cd 

CD 


cd 
3 

& 

CD 
CD 

c 
o 
o 

cd 

CD 

»-i 
cd 

CD 
•~ 
Ph 


t3  co 
§  td 

cd  .5 

.&ts 

cd  O 

.s  ^ 

o  .S 

cS  « 

CO 

CD  S 
.fa  Oh 

CD  O 
S  CD 


a 

Uh 
CO 

£ 
o 

T3 
C 

cd 


u 

CD 


cd  (u 
Dh  c 

CO  CD 


*- '  HH  ■  £h 

CO  H3  r- 

CO  U  o 

y  CD 

™  O  »H 

o  _cd  ^ 


X3 

CD 

£ 


O  T3 

cd  cd 


fa  CD 

'cd  X> 
>, 

X  c 

CD  b 
X  cd 
"C 

CD 
co 
QJ 

Q 


o 
o 
co 

§  'I 
cd  C 

^  cd 

>->  Vh 

c?^ 
co  c 
M  cd 

8  co 

CD  <h_, 

c  o 


< 

Q 

H 
0 

B. 

C/3 

Z 
K 

H 

< 
y 

5 


U 

Q 

Z 
<C 

C/5 

H 

Z 

a 
S 

> 

O 
H 

O 
0^ 


.t3  <u 


H^ 

cd 

co  C3 

■H  CD 
CD 

■is  o 

O  cd 

CD  _, 

rt  s 

-g  S 

Sc§ 
.fa 

cd  13 


"S  & 

CD  X  & 

cd  o 


CD 

X 

-4— » 

M 
C 

'-3 
Id 


cd 

CD 
> 

'53 
o 

CD 


in 

co 
> 
-J 

< 
z 

> 

H 
bJ 
b. 

< 
CO 


CD 

K  id 


o 

CD 

l-H 
H— > 

cd 
C 
T3 

cd 

H-J 
fl 

CD 

H— > 

X 
CD 

CD 
X 

H— > 

CO 
CO 

CD 

CO 


a 

Ph 
CO 


co 
B 

> 

cd 
v- 

CD 

Oh 

O 

13 

CD 

'-3 

CD 

£ 


cd 

CD 

>, 

cd 

c>> 

M— I 
-t— > 

o 

cd 


e 

O  CD 

•x  X 

CD  "3 


O  cd 
co  X 

Vh  *-> 
3  CO 

o  t3 

X  o 

n-T 

TD  CO 
CD  C 

eg  S 

3  S-H 
H— » 

C^  ^H 

j_  cd 

3  £ 

Oh  3 

O  cd 
fa 

2  ° 

«{H  CD 

Oh  6 

.p  o 


Oh 

CD 
CD 

o 

co  o 

CD  CD 


cd 


a 

CO 


z 
o 

-J 

< 
> 

a 

z 
<! 
Z 

o 

-< 
U 


H 
Z 
w 
a 

HH 

UJ 

H 

CO 


co 
C 

'-3 
c 

cd 

CD 

Oh 
O 
CD 

13 
x 


o 

CD 

H— » 

o 

Oh 

CD 

X 

4-* 

-O 
0 

cd 

CO 

cd 

Oh 

13 

5  a 

CO  CO 
O  h^ 

X  cd 


Id  ^ 


cd 

CD 
|X 
o 

CD 

Oh 

CO 

CD 

CD 

Vh 

cd 

Oh 

CO  3j 


Vh 
Oh 


■i-3  CD 


cd 

Id 
> 

Ph 


X  ^ 

CO  ^ 

O  S 

> 

X  Oh 


> 

<! 
z 

as 
O 
H 
< 
> 
bJ 
-1 
W 

< 

U 

H 

CO 


CD 
CO 

O 

Oh 

O 

Vh 
Oh 

CD 
X 

^— > 

t+H 

O 


CD 

cd 
O- 

£ 


CD 
CO 

'o 

Cj 
13 

CD 

H— » 

CD 
<P 

'o1 

Vh 
O- 

o 

c^ 


H 

Z 
bJ 

Cfl 
Cfl 

bJ 

C/3 
Cfl 

< 

Cfl 

o 
z 

a: 
bj 

H 
a. 

O 

y 


3  cd 


CD 

CO 

'o 
c 

13 

H— » 

c 

CD 
^— » 

o 

Oh 

CD 

X 

co 
co 
=3 
CD 

CO 


00 
g 

-3 

13 
c 


T3 

cd 

_Oh 

13 
x 

cd  X 
•X  CD 
Oh  2 

CO  Oh 

Q  £ 


Q  x  .£ 


x  x 

-4— <     _  | 

^  '3 

°  ,rt  c 

co  ^  g 

C     Vh  O 

O    O  cfa 

-4— »    cd  » 

cc!    >  3 

X      C5  Oh 

£  13  .£ 


o 

cd 

CD 
co 
CD 
Vh 
Oh 

-a 
c 

cd 

CD 

"> 
CD 


-a  c 

C3    O  . 

-a  v2 

00  CD  CD 
C     CO  CD 

X  5  O 
■d  xj  .S 

X  .00 
Xi    cd  cd 

^h     Oh  Vh 

cd  X  O 
X  CD 
&X  ^ 

2 

^  cX  w 

.£  o  -g 

1  2I 

C    cd  ^ 


cd 


00  -h  H 
Bo3 
"K    Oh  CD 

.2  a3 

X    3  X 

CD     CO  CO 


STRUCTURAL    ENGINEER'S    REPORT  Appendix 


H 


See  Attached  Memorandum 


San  Francisco  General  Hospital  Air  Medical  Access  Needs  and  Feasibility  Study 


H-1 


Degenkolb  Engineers 

The  Rotunda 

300  Frank  H.  Ogawa  Plaza  #450 
Oakland,  CA  94612 
Phone:  510.272.9040 
Fax:  510.272.9526 

Memorandum 


Date  January  23,  2003  Job  SF  General  Helipad 

To  Carlos  Villalva  ~  Job  Number  A002 18.00-003 

Subject  Helipad 


From  Jay  Love 


Report: 
Introduction 

The  purpose  of  this  feasibility  study  was  to  determine  if  there  are  significant  structural  requirements  that 
would  substantially  affect  the  cost  of  design  and  construction  of  a  new  helipad  on  roof  of  the  existing 
main  hospital  building  at  San  Francisco  General.  The  proposed  project  consists  of  the  construction  of  a 

3000  square  foot  helipad  mounted  on  either  the  northwest  or  southwest  wing  of  the  main  hospital.  The 
pad  must  be  mounted  on  the  roof  such  that  the  landing  surface  is  above  any  vertical  obstructions  on  the 
possible  flight  paths.  Therefore,  the  landing  surface  must  be  higher  than  the  existing  3  "-6"  high  concrete 
parapet  walls  and  ventilation  penthouses.  In  order  to  transport  patients  on  gumeys,  a  ramp  from  the 
landing  surface  to  the  existing  roof  will  be  required  as  part  of  this  project.  Additionally,  an  elevator  or  lift 
will  be  required  to  transport  patients  on  gurneys  from  the  roof  to  the  floors  below. 

Code  Requirements: 

The  design  and  construction  of  a  helipad  on  the  roof  must  conform  to  the  structural  regulations  of  Title 
24,  Part  2,  Division  VI-R,  of  the  California  Building  Code  as  it  pertains  to  acute  care  occupancies.  If  any 
changes  to  the  live  or  dead  loads  of  an  existing  hospital  building  cause  an  increase  in  story  seismic  shear 
force  of  more  than  5%,  then  the  building  must  meet  or  be  retrofitted  to  meet  the  Life-safety  or  Seismic 
Performance  Category  2,  of  Division  VI-R.  As  part  of  our  SB  1953  evaluation  of  the  existing  hospital 
building,  we  concluded  the  building  did  not  meet  this  level  of  seismic  performance  without  modification. 
Any  trigger  for  seismic  upgrade  of  the  structural  frame  would  therefore  be  extensive,  as  several  other 
aspects  of  the  building's  seismic  performance  would  require  upgrade,  far  beyond  that  necessary  to  support 
the  vertical  loads  imposed  by  a  helipad. 


Building  Description: 

The  Main  Hospital  was  designed  by  T.  Y.  Lin,  Kulka  Yang  and  Associates,  in  1969.  prior  to  the 
implementation  of  the  1973  Hospital  Seismic  Safety  Act.  The  main  building  has  about  550.000  square 
feet  of  area. 

Signed 
Copies  to 
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A,  Degenkolb 


The  Main  Hospital  is  a  concrete  shear  wall  building  consisting  of  a  six-story  tower  on  a  two-story  base 
and  a  single  story  basement.  The  floor  plan  of  the  tower  is  H-shaped,  and  is  symmetric.  The  gravity 
load-resisting  system  of  the  building  includes  post-tensioned  floor  slabs,  beams,  and  reinforced  concrete 
framing.  The  lateral  force-resisting  system  is  comprised  of  concrete  walls  located  around  the  stair  shafts, 
elevator  shafts,  and  exterior  walls. 

The  columns  and  walls  are  supported  on  spread  footings  or  drilled  piers  at  the  foundation  level. 
Assumptions: 

We  have  evaluated  the  feasibility  of  a  new  helipad  of  plan  dimensions  54  feet  by  54  feet  on  the  roof  of  the 
northwest  and  southwest  wings.  (The  building  is  almost  sysmetrical  in  plan  layout  at  the  roof  level. 
Conclusions  regarding  one  wing  would  be  equally  applicable  to  another  wing.)  To  assess  the  increase  in 
seismic  forces  that  would  be  associated  with  this  addition,  we  have  assumed  the  pad  to  be  constructed 
with  a  five -inch  deep,  light  weight  concrete  fill  on  3  inch  metal  deck.  The  metal  deck  would  be  supported 
by  steel  beams  and  girders  spanning  to  steel  columns  in  the  middle  of  the  helipad  and  to  the  exterior 
concrete  walls  on  the  exterior.  The  new  steel  columns  would  be  located  directly  on  top  of  the  existing 
interior  concrete  columns.  The  average  weight  of  this  system  is  80  psf.  The  helicopter  design  load  was 
18,000  pounds  which  corresponds  to  a  Bell  412  helicopter  take-offload.  The  helipad  would  be  braced 
against  seismic  forces  with  diagonal  steel  braces  between  the  landing  pad  and  the  existing  concrete  roof. 

Conclusions 

Based  on  the  system  described  above,  the  additional  weight  of  the  helipad  does  not  increase  the  seismic 
forces  in  the  top  story  by  more  than  5  percent.  Therefore,  the  addition  does  not  cause  a  regulatory 
requirement  to  strengthen  the  building  for  seismic  forces.  The  new  system  itself  must  be  designed  for 
seismic  forces  in  accordance  with  Section  1632 A  of  CBC  2001  -  "Lateral  Forces  on  Elements  of 
Structures,  Nonstructural  Components  and  Equipment  Supported  by  Structures." 

There  is  a  second  option  that  was  not  investigated  at  this  time  but  should  be  considered  if  this  project 
moves  forward.  The  second  option  is  to  provide  prefabricated  aluminum  framing  system  with  a 
proprietary  helipad  surface.  The  proprietary  helipad  package  includes  the  framing,  non-skid  surface, 
ramps,  and  lights.  The  estimated  average  weight  of  the  proprietary  system  would  be  about  30  psf.  This 
system  may  be  easier  to  install  on  the  roof  than  the  steel  framed  concrete  deck  described  above.  Not  only 
is  the  proprietary  system  lighter  and  therefore,  presumably  easier  to  hoist  onto  the  roof,  the  system  would 
not  require  placing  concrete  at  the  roof  level. 


Elevator  Core: 

There  are  two  obvious  options  for  providing  elevator  access  to  the  roof.  The  first  option  is  to  extend 
vertically  two  of  the  six  elevator  hoistways,  located  in  the  east  core,  to  provide  access  at  the  roof  level.  In 
order  to  extend  the  hoistway,  the  existing  machine  slab  above  the  shafts  must  be  removed  to  allow  the 
cabs  to  service  the  roof  level.  The  existing  layout  of  the  elevator  equipment  must  also  be  modified.  The 
feasibility  of  any  new  layout  must  be  reviewed  by  a  qualified  elevator  consultant  or  vendor.  We 
understand  that  the  new  elevator  machine  room  slab  would  be  about  3  to  4  feet  higher  than  the  existing 
location.  Access  to  the  new  cab  at  the  roof  may  occur  through  the  existing  exterior  concrete  south  wall  of 
the  elevator  core  or  through  the  interior  concrete  wall.    A  new  slab  will  need  to  be  designed  and 
constructed  to  support  the  relocated  elevator  equipment. 


Signed 
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A  second  option  is  to  provide  an  enclosed,  single  story  lift,  located  m  the  existing  eighth  floor  courtyard, 
to  provide  access  to  the  roof.  This  option  would  require  that  the  patient  then  be  transported  to  the  nearby 
existing  elevators  at  the  eighth  floor.  To  avoid  cutting  a  new  opening  in  the  eighth  floor  post-tensioned 
slab  to  create  a  typical  elevator  pit,  a  scissors-lift  could  be  installed  above  the  slab.  This  would 
necessitate  some  ramp  or  other  accommodation  to  get  a  gurney  from  the  lift  to  the  courtyard  level.  This 
option  would  not  require  any  modifications  to  the  existing  elevators  and  therefore  would  be  less 
disruptive  during  construction. 

Construction  Issues: 

•  Connection  of  the  new  helipad  to  the  roof  will  require  opening  of  the  existing  roofing  membrane  to 
install  support  points.  The  membrane  opening  and  subsequent  repair  after  installation  of  the  support 
points  should  be  done  as  quickly  as  possible  to  minimize  the  risks  due  to  weather. 

•  The  tendons  of  the  existing  post-tensioned  slab  will  need  to  be  located  prior  to  anchoring  the  helipad 
system  to  the  roof.  These  tendons  may  not  be  cut  except  under  very  controlled  conditions. 

•  There  are  construction  issues  with  lifting  the  material  to  the  roof.  Based  on  an  informal  conversation 
with  a  General  Contractor,  a  mobile  crane  can  be  used  to  lift  materials  from  the  ground  to  the  roof. 
The  parking  lot  to  the  south  could  provide  a  staging  area  for  the  crane.  With  prefabncation  of  as 
much  of  the  platform  as  can  be  lifted  by  a  mobile  crane,  the  steel  erection  should  be  completed  within 
one  week.  During  this  time  frame,  an  area  of  about  150  feet  by  60  feet  would  be  required  to  assemble 
the  crane,  lift  the  material,  and  disassemble  the  crane. 

•  Access  to  the  roof  by  construction  personnel  must  be  addressed.  The  most  economical  approach 
would  be  to  allow  the  use  of  a  designated  internal  elevator  within  the  building.  If  designated  elevator 
access  is  not  feasible,  then  an  temporary  exterior  construction  lift  would  be  required.  For  the 
relatively  short  duration  of  construction,  this  approach  may  represent  a  significant  premium  cost. 

•  Anchorage  of  the  helipad  to  the  existing  roof  will  cause  noise  and  vibration  during  construction.  The 
space  below  the  construction  may  have  to  be  vacated  during  construction. 

•  The  construction  cost  of  a  similar  helipad  on  the  8lh  floor  of  a  concrete  parking  structure  at  a 
hospital  in  Southern  California  was  about  $400,000.  The  project  did  not  include  any 
modifications  to  the  existing  elevators. 


Signed 
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February  7,  2003 


Mr.  Carlos  Villalva 
CCSF  DPH 
1001  Potrero  Avenue 
San  Francisco,  CA94110 

Re:      Heliport  Project 

Dear  Carlos, 

We  have  reviewed  the  existing  elevator  hoistway  plans  of  the  proposed  project  that 
would  include  providing  two  elevators  for  roof  top  access.  The  scope  of  the  upgrade  is  to 
provide  rooftop  access  for  medical  personnel  to  a  future  helipad  on  the  existing  hospital 
building,  and  efficient  transport  of  injured  patients  to  lower  floors  of  the  hospital. 

The  elevators  were  installed  in  1972  and  have  remained  largely  unchanged  since  their 
installation  30  years  ago.  The  elevators  are  in  average  condition,  and  have  several 
components  at  the  end  of  their  useful  life.  Any  project  that  reconfigures  existing 
elevators  may  have  significant  cost  associated  with  upgrades  of  the  subsystems. 

There  are  three  basic  scenarios  to  accomplish  this  accommodation: 

A)  Zone  TI  -  Raise  two  of  the  Zone  II  elevators  approximately  3-1/2  feet  and  install 
two  new  landings  at  the  roof  elevation.  This  work  poses  two  concerns.  First,  the 
existing  machine  slab  structure  is  supported  diagonally  by  steel  beams  that  will 
require  additional  structural  work  to  accommodate  a  new  position.  Second,  the 
existing  1 1-foot  overhead  would  be  reduced  to  71/2  feet.  Code  requires  an  8-foot 
overhead.  A  Cal-OSHA  variance  would  be  required.  We  are  unaware  of  the 
likelihood  of  the  issuance  of  the  variance.  Otis  highly  recommends  the 
modernization  of  the  Zone  II  elevators.  This  work  should  be  completed  at  the 
same  time  as  the  modification  to  provide  roof  top  access.  The  modernization 
would  include  refurbishing  the  existing  gearless  hoist  machine,  installation  of  new 
41 1MMS  controls,  new  SCR  DC  drive,  new  ADA  compliant  operational  fixtures, 
complete  door  upgrade,  and  all  new  wiring. 

B)  Zone  I  -  Raise  two  of  the  Zone  I  future  elevators  approximately  3-1/2  feet  and 
install  two  new  landings  at  the  roof  elevation.  This  elevator  bank  has  two  empty 
hoistways.  The  slab  structure  is  supported  in  a  simple  span  and  would  require 
modest  structural  work  to  accommodate  the  new  slab  position.  The  future  cars 
could  be  added  to  the  existing  bank  of  four  elevators.  The  same  overhead 
problem  would  exist  in  Zone  I.  The  new  elevators  would  be  installed  using  the 


41 1MMS  controls,  SCR  drive,  ADA  compliant  fixtures,  and  state-of-the-art  door 
operation.  The  new  cabs  would  be  built  inside  the  existing  hoistways.  The 
existing  entrances  and  landing  doors  would  be  re-used. 

C)  Shuttle  Elevator  -  Another  possible  scenario  would  be  the  installation  of  two  new 
hole-less  hydraulic  elevators.  The  top  landing  would  be  on  the  roof  and  the 
bottom  landing  would  be  adjacent  to  the  existing  bank  of  elevators  in  Zone  H 
This  is  the  most  feasible  scenario  and  would  be  the  least  expensive.  The 
drawback  here  would  be  the  necessity  to  transfer  patients  from  the  shuttles  to  the 
main  Zone  II  elevators.  The  shuttle  elevators  would  run  at  a  speed  of  125  feet  per 
minute.  Typical  capacity  for  hydraulic  elevators  would  be  2,500  pounds.  The 
cabs  would  be  designed  to  accommodate  a  gurney  and  additional  personnel.  Door 
operation  would  be  single  speed,  center  opening.  In  our  estimation,  the  use  of  the 
shuttles  would  add  about  45  seconds  to  the  total  flight  time  to  OR. 

In  summary,  option  A  is  the  most  expensive,  but  provides  direct  access  to  the  operating 
rooms  and  emergency  department.  Option  B  is  somewhat  less  complex  to  install,  but  it 
would  provide  indirect  access  to  OR's.  Option  C  is  the  least  expensive,  but  will  impose 
additional  time  to  transfer  the  patient. 

Sincerely 

Otis  Elevator  Company 


David  J.  Sheehan 
Account  Manager 


